Binge eating and potentially dangerous purgation in an Australian student population by Duff, Mhairi C
BINGE EATING AND POTENTIALLY DANGEROUS PURGATION
IN AN AUSTRALIAN STUDENT POPULATION
Mhairi C. Duff
Submitted in partial fulfillment 
of the requirement of the degree 
of
Master of Clinical Psychology 
Australian National University 
1985
(ii)
ACKNOWLEDGEMENTS
I would like to thank my supervisor Dr Mark Dickerson 
for his endless patience and good english, Dr Val Braithwaite 
for her statistical advice, Sally Edwards for her good 
example, Jo Hart for her sympathy and cooking and all my 
family and friends for their long and short distance help and 
encouragement.
(iii)
DECLARATION
I declare that this thesis reports my original
work, that no part of it has been previously accepted or 
submitted for the award of any degree or diploma by any 
University, and to the best of my knowledge no material 
previously published or written by another person is 
included, except where due acknowledgement is given.
(iv)
This thesis described original 
research carried out by the 
author in the Department of 
Psychology at the Australian 
National University during 1984
(V)
TABLE OF CONTENTS
Page
Chapter I - INTRODUCTION
I.I Introduction 1
I.II Definitions 4
I.Ill Theories of bulimia 14
1. Pharmacological/physiological 14
2. Psychodynamic theories 19
3. Behavioural theories 21
4. Other orientations 24
I.IV Clinical studies of bulimia I 27
Bulimia in the context of obesity
I.V Clinical studies of bulimia II 29
3ulimic in the context of anorexia 
nervosa
I.VI Clinical studies of bulimia III 35
Bulimia in a normal weight 
psychiatric patient population
I.VII Surveys of the general population 41
I.VIII Treatment and outcome 45
1. Pharmacological/physiological
treatment 46
2. Psychoanalytic treatment 48
3. Behavioural treatment 49
4. Other treatment orientations 50
I.IX Bulimia: A summary of existing
substantive data 55
1. Demographic variables 55
2. Parameters of the bingeing
behaviour 62
3. Psychopathology of bulimic .
behaviour 67
I.X Summary 75
(vi)
Chapter 2 - METHOD
2.1 Additional glossary and 
definitions 80
2. II Subjects 83
2. Ill Questionnaire development 85
2. IV Procedure 87
Chapter 3 - RESULTS
3.1 Frequency analysis showing sex 
differences 89
3.11 Hypothesis 106
3.Ill Qualitative Results 121
Chapter 4 - DISCUSSION
4.1 Sex differences 124
4. II Relationship between the parameters 
of the eating binge and the type 
of action taken 135
4 .III Examination of the hypothesis 141
4. IV Interactional analysis 150
References 157
Appendix A
Appendix B 
Appendix C 
Appendix D 
Appendix E 
Appendix F 
A p p e n d i x  G
Appendix h
Table of return rates by college or hall 
of residence
Further details of procedure
College by college procedure and debriefing
The Questionnaires
Scale Development and analysis
Full results
C r o s s t ab s  -  Act ion t aken  by menstrual  and 
sexual  history
D e t a i l e d  S t a t i s t i c a l  A n a l y s i s  f or  T a b l e s  9 - 2 2
(vi i )
ABSTRACT
A survey of 511 students at the Australian National 
University was carried out to determine the prevalence and 
relative importance of binge eating, potentially dangerous 
purgation and a variety of previously associated variables. 
The sample consisted of approximately equal numbers of male 
and female subjects.
All subjects were administered a questionnaire 
developed specifically for the study consisting of 62 
variables. The results indicated that subjects who were 
taking potentially dangerous purgatory action to combat 
their eating binges were more likely to regard themselves as 
overweight, to show greater concern regarding weight, eating 
binges and looks and were more likely to have menstrual 
irregularities and negative attitudes to weight and eating.
No sex differences were found concerning the 
occurrence of eating binges but were found regarding the 
subjects interpretation of the eating binge.
The interaction of the cognitive and behavioural 
variables and the possible implications for future research 
and treatment are discussed.
I.I INTRODUCTION
Bingeing is a term which has been used frequently 
in studies of alcoholism. It describes a specific type of 
drinking behaviour which involves periods of abstinence 
followed by periods of heavy drinking or 'binges'. The 
start of a binge is often precipitated by just one drink, 
which leads to another etc., and seems to involve a 
perceived loss of control on the part of the alcoholic. 
(Davies, 1962; Kendell, 1965; Miller, 1976; Miller et al., 
1974).
Recently the word 'binge' has reappeared in the 
clinical literature related not to drinking, but to 
eating. As far back as 1959, Stunkard referred to a 
bingeing pattern of eating found in obese patients where 
large quantities of food were consumed in a short period of 
time. Since then other authors have found binge-eating to 
be present in both normal weight subjects (Boskind-Lodahl, 
1976; Bruch, 1974; Palmer, 1979; Pope et al, 1974) and in 
patients suffering from anorexia nervosa (Beumont et al., 
1976; Crisp, 1965; 1967; Dally & Gomez, 1979; Halmi, 1974; 
Russell, 1979) .
A lack of concensus in the definitions used by 
different researchers to identify their subjects or to 
describe their behaviour has led to some confusion in the 
literature. The different terms used in the current 
research makes comparisons across different studies
difficult.
2One area of debate involves the use of weight as a 
primary criteria for differentiating subgroups of bulimia. 
Following this, many studies focus on anorexia nervosa and 
consider bulimia as a sign or a symptom which signifies a 
poorer prognosis (Beumont et al, 1976), different sexual 
attitudes (Abraham & Beument, 1981) and various impulsive 
behaviours such as self-mutilation, stealing and alcohol 
abuse (Casper et al.» 1980; Eckert et al., 1982).
The 1980 version of the Diagnostic and Statistical 
Manual (D.S.M. Ill, American Psychological Association,
1980) lists bulimia as an eating disorder distinct from 
anorexia nervosa. However, in a recent study by Vincent 
and Kaczkowski (1984), approximately 75% of bariatricians, 
psychologists and psychiatrists surveyed rejected the 
D.S.M. Ill definition of bulimia although many of its 
component diagnostic criteria were accepted.
Other authors believe that bulimia is not a 
diagnostic entity but a sign of an underlying organic 
dysfunction (Nogami & Yabana, 1977; Rau & Green 1975). The 
bulimia is therefore likened to an epileptic fit. The fit 
is not in itself a disorder but rather a symptom of the 
underlying neurological dysfunction.
Theories of causality continue to be handicapped 
by a lack of concensus on definitions and a lack of 
empirical data relating to factors such as incidence 
regardless of weight or psychiatric diagnosis, the 
parametres of the binge itself and related attitudes 
towards weight, body-image and sexuality.
3Nogami and Yabana (1977) suggest that bulimic 
behaviour may be distributed across a spectrum. Bulimic 
behaviour at one end would represent neurotic disturbances 
and at the other extreme would represent schizophrenia.
The survey literature examining individuals who 
have not presented for treatment indicates that bulimic 
behaviour is present in a substantial proportion of the 
population (Boskind-Lodahl, 1976; Bruch, 1974). Further­
more, Wardle (1980) found an average of 4.7 binges per 
month in a group of normal young people. This suggests 
that binge-eating and possibly other bulimic behaviour is 
widespread and therefore perfectly acceptable behaviour.
This thesis is concerned with examining the 
differences between subjects who do not binge-eat at all, 
those who binge eat but do not worry about their behaviour, 
those who binge-eat and use a safe method of weight control 
and those who binge-eat and use a potentially dangerous 
method of weight control such as vomiting. The latter 
group may be considered to be potentially bulimic (see 
Figure 1).
It seeks to establish whether the severity of the 
binge-eating dictates the group the subject will fall into 
or whether specific individuals are prone to a specific 
group regardless of the extent of their binge-eating.
F I G U R E  1.  S C H E M A T IC  R E P R E S E N T A T I O N  of BINGE E A T I N G .
g e n e r a l  p o p u l a t i o n
DO NOT WORRY ABOUT  
EATING BINGE
DO WORRY ABOUT 
EATING BINGE
USE 5 AFE ME FHODS TO 
CONTROL WEIGHT
USE DANGEROUS METHODS  
TO CONTROL WEIGHT
UNDETECTED B U L I M I C S CLINICAL POPULATION
V
BINGE EATING ESTABLISHED AS A
COMPONENT OF A DISORDERED
e a t i n g  p a t t e r n
4I.II DEFINITIONS
There is a vast range of terminology in the area 
of eating disorders. The extent and complexity for bulimia 
and anorexia nervosa will be reviewed in the following 
section. This will also serve to illustrate the various 
theoretical assumptions that are associated with the 
terminology. Thereafter, in the subsequent literature 
review, differences in definitions are noted in the context 
of evaluating and comparing the various findings.
Further definitions related specifically to the 
current study will be presented and discussed in the method 
section (see pages8Q&3) . The objective of this section of 
definitions is to establish a reasonable sense of clarity 
and wherever possible to simplify the terms used in order 
to avoid unwarranted or unsupported theoretical or causal 
assumptions to follow.
1. Anorexia Nervosa
Table (1) shows the D.S.M. Ill (A.P.A., 1980) 
classifications of
a) anorexia nervosa and
b) bulimia.
As can be seen, there is some considerable overlap between 
these two syndromes, however anorexia takes primary place. 
Once a diagnosis of anorexia nervosa has been made, a 
diagnosis of bulimia cannot be made because of clause E. 
(Table I.b).
5TABLE 1(a), (b) DSM III DIAGNOSTIC CRITERIA FOR
ANOREXIA NERVOSA AND BULIMIA
(a) Table la DSM-III Diagnostic Criteria for Anorexia Nervosa
A. Intense fear of becoming obese, which does not 
diminish as weight loss progresses.
B. Disturbance of body image, e.g., claiming to 'feel 
fat' even when emaciated.
C. Weight loss of at least 25 percent of original body 
weight or, if under 18 years of age, weight loss 
from original body weight plus projected weight 
gain expected from growth charts may be combined to 
make the 25 percent.
D. Refusal to maintain body weight over a minimal 
normal weight for age and height.
E. No known physical illness that would account for 
the weight loss.
(b) Table lb DSM-III Diagnostic Criteria of Bulimia
A. Recurrent episodes of binge eating (rapid 
consumption of a large amount of food in a discrete 
period of time,
usually less than two hours).
B. At least three of the following:
(1) consumption of high-caloric, easily ingested 
food during a binge,
(2) inconspicuous eating during a binge,
(3) termination of such eating episodes by 
abdominal pain, sleep, social interruption, or 
self-induced vomiting.
(4) repeated attempts to lose weight by severely 
restrictive diets, self-induced vomiting, or 
use of cathartics or diurectics,
(5) frequent weight fluctuations greater than 10 
pounds due to alternating binges and fasts.
C. Awareness that the eating pattern is abnormal and 
fear of not being able to stop eating voluntarily.
D. Depressed mood and self-deprecating thoughts 
following eating binges.
E. The bulimic episodes are not due to anorexia 
nervosa or any known physical disorder.
6Authors disagree as to whether anorexia nervosa 
should include bulimic behaviour such as binge eating and 
purgation or be restricted to the other criteria outlined 
in table (la) (eg. Russell, 1979). Table (2) shows 
Feighers' (1972) criteria for anorexia nervosa. This 
definition includes episodes of bulimia or self-induced 
vomiting (see criteria F). Other authors have used a 
variety of terms to elaborate on this distinction.
TABLE (2) DIAGNOTIC CRITERIA FOR ANOREXIA NERVOSA FEIGNER
Table 2 Feighner et al. Criteria for Anorexia Norvosa (1972)
Anorexia Nervosa. For a diagnosis of anorexia nervosa,
A through E are required.
A. Age of onset prior to 25.
B. Anorexia with accompanying weight loss of at least 25 
percent of original body weight.
C. A distorted, implacable attitude toward eating, food,
or weight that overrides hunger, admonitions, 
reassurance, and threats: e.g., (1) denial of illness
with a failure to recognize nutritional needs; (2) 
apparent enjoyment in losing weight with overt 
manifestation that food refusal is a pleasurable 
indulgence; (3) a desired body image of extreme 
thinness with overt evidence that it is rewarding to 
the patient to achieve and maintain this state; and 
(4) unusual hoarding or handling of food.
D. No known medical illness that could account for the 
anorexia and weight loss.
E. No other known psychiatric disorder with particular 
reference to primary affective disorders, 
schizophrenia, obsessive-compulsive and phobic 
neurosis. (The assumption is made that even though it 
may appear phobic or obsessional, food refusal alone 
is not sufficient to qualify for obsessive-compulsive 
or phobic disease.
F. At least 2 of the following manifestations:
(1) amenorrhea, (2), lanugo, (3) bradycardia 
(persistent resting pulse of 60 or less), (4) periods 
of overactivity, (5) episodes of bulimia, (6) vomiting 
(may be self-induced).
7Table (3) illustrates the terminology used to 
separate anorexia nervosa with and without bulimia.
TABLE (3) TERMINOLOGY USED TO DISTINGUISH BETWEEN ANOREXIA 
NERVOSA WITH AND WITHOUT BULIMIA.
1. Anorexia without bulimia
Label Author Date
Anorexia nervosa
True anorexia quoted inWardle & Beinart 1981
Classical anorexiaPrimary anorexia King 1963
'Dieters' in anorexia Beumont et al 1976
'Restricters' in anorexia Garfinkel et al 1980Fasting anorexics Casper et al 1980Abstaining anorexics Ben-Tovim et al 1979
2. Anorexia with bulimia 
Anorexia nervosa
Bulimia nervosa Russell 1979
Cryphic anorexia quoted in
Wardle & Beinart 1981
Secondary anorexia King 1963"Vomiters and purgers" Beumont et al 1976
Bulimarexia Boskind-Lodahl & White 1978
Dysorexia Guiora 1967
Malignant phase Crisp 1967
Chronic phase Crisp et al 1980
Vomiters Ben-Tovim et al 1979
Sub clinical anorexianervosa Button & Whitehouse 1981
3. Authors attempting to move away from this distinction.
Dietary chaos syndrome Palmer 1979
Bulimia A.P.A. 1980
8For the purposes of this thesis anorexia nervosa 
should be taken as an extreme in terms of phsyical weight 
without necessarily describing the behaviour which results 
in this low weight. For example, where a subject is 25% or 
more below the standard body weight for their age and 
height (Metropolitan Life Insurance Company weight scales, 
1983), but is also showing bulimic behaviour, they would be 
described here as bulimic behaviour in an anorectic 
subject. Where no bulimic behaviour is present the label 
to be employed here is anorexia nervosa. The two syndromes 
are therefore to be considered as separate entities and the 
underlying pathology is not assumed to be the same for both.
2, Bulimia
The word bulimia is derived from the Greek and 
literally means 'ox-hunger'. The present use of the term 
has evolved over many years. Table (4) adapted from a 
review article by Huon and Brown (1984, ppll4) shows the 
development of the definition of bulimia over time. Table 
(4) examines the research according to the weight category 
of the subjects studied. This makes it a useful guide to 
illustrate the various emphases researchers place depending 
on their theoretical backgrounds.
As can be seen, the range of terminology is large 
and confused. The confusion is increased by the fact that 
the same label may be used by two different authors but, in 
each case, have different descriptions. The purpose of 
using a label is to provide a convenient short hand
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description which other people may read and immediately 
understand. In the case of bulimia, this does not hold 
true. The label conotes for each reader certain theories 
of casuality and a series of particular behaviours possibly 
tied to a specific population. These assumptions are not 
necessarily valid as can be seen from Table (4).
For the purposes of this thesis, the term bulimia 
is used to denote a specific set of behaviours. All 
bulimics binge eat, experience some negative cognitions 
about their eating behaviour and voluntarily purge 
themselves of the effects of binge eating. The methods of 
purgation can be self-induced vomiting, abuse of laxatives 
or diuretics, excessive use of diet aid pills or exercise 
or can simply be periods of stringent fasting. Thus the 
most central aspect of bulimia is the break in the natural 
cycle of eating leading to weight gain.
3. Binge Eating
An eating binge, which represents the only 
consistent criteria for a diagnosis of bulimia, is also 
variously described. Some authors choose to use the phrase 
but not define it for their subjects (eg Halmi et al.,
1981; Rosen & Leitenberg, 1982). Table (5) shows a 
selection of definitions applied by other authors. A 
further set of examples are also to be seen in Table (4). 
The available definitions tend to include several basic
components:
12 -
1) large amount of food (either objectively measured 
eg. Katzman & Wolchik, (1984) or subjectively 
measured eg. Fairburn, 1980, 1981)
2) Self deprecating thoughts or feelings (eg. Wermuth 
et al., 1977)
3) Loss of control (eg. Abraham et al., 1983).
TABLE 5 DEFINITIONS OF AN EATING BINGE
Source Date______Description
Stunkard 1959
Nogami & Yabana 1977
A.P.A. (DSM III) 1980
Fairburn 1980
Garfinkel et al 1980
Hawkins and Clement 1980
Edelman 1981
Abraham et al 1983
Beumont & Abraham 1983
Cooper & Fairburn 1983
Vandereycken & Pierloot 1983a
Fairburn Sc Cooper 1984
Katzmen Sc Wolchik 1984
Consumption of enormous 
amounts of food in short 
period of time. Orgiastic 
Strong desire to eat 
unrelated to hunger
Rapid consumption of a large amount of food in a discrete 
period of time L.T. 2 hours 
Experienced as being out of 
the S's control
Episodes of excessive 
ingestion of large quantities of food. Ego alien beyond 
control
Period of uncontrolled and 
excessive eating 
Emotional distress - related 
eating
Episode of overeating out of 
control
Episodic ravenous overeating
Episode of uncontrollable 
excessive eating
Compulsive overeating within 
the context of typical 
primary anorexia nervosa 
syndrome
Loss of control over eating. Secretive. Followed by self 
deprecating thoughts.
Operationalised DSM III 
criteria. Large amount = more 
than 1,200 calories frequency 
= 8+ per month weight 
fluctuation = more than 4.5kg.
13 -
It is proposed here that an eating binge be 
defined as "any period of overeating to a point where the 
eater feels uncomfortable in some way". This definition 
includes point (1) above where large quantities of food are 
consumed leaving the subject feeling physically full or 
where small quantities of 'forbidden' food are consumed 
that make the subject feel emotionally uncomfrotable.
Point (2) is also covered by the subjective feeling of 
discomfort which may be internalised. It does not include 
point (3) involving loss of control.
The definition is designed to be as inclusive as 
possible. It is anticipated that practically all subjects 
will have experienced at least one eating binge (for 
example at Christmas dinner). This is designed to 
normalise the behaviour in order to encourage greater 
openness concerning more extreme binge-eating.
4. Purgation
Purgation involves any voluntary action designed 
to rid the subject of the normal effets of an eating binge, 
namely weight gain. It includes self induced vomiting, 
laxative, diuretic and diet aid medication abuse, fasting 
and excessive exercise.
I.Ill THEORIES OF BULIMIA
There is a paucity of well researched theories to 
explain bulimia. Those which have been put forward 
generally arise from treatment programmes rather than 
logically preceeding the treatment. It is possible to 
separate the theories into four broad categories reflecting 
the schools of thought from which they derive.
It is proposed to consider them here in the 
following order:
1) Pharmacological/Physiological Theories
2) Psychoanalytic Theories
3) Behavioural and Cognitive - Behavioural Theories
4) Miscellaneous theories including Family therapy 
theories and Sociocultural Theories especially 
from a feminist perspective.
1. Parmacological/Physiological Theories
Many of the earlier theories involved studies of 
eating in general, of obese or of anorexic subjects without 
specifically considering bulimia. Their applicability to 
bulimia was soon realised and many laboratory studies 
continue to explore this area.
One of the earliest studies was conducted by 
Nisbett (1972). He evolved a 'set-point' theory stating 
that each individual has a biologically set ideal weight 
regardless of societal and actuarial norms. Thus, when the 
individual attempts to maintain a weight below their set
-  15
point to achieve a more sociably acceptable weight, they 
must fight physiological hunger constantly. In the case of 
bulimia, this constantly present hunger inevitably leads to 
occasional loss of control resulting in a binge. The 
eating-binge is followed by a renewed attempt to maintain 
the socially acceptable thinness which again contravenes 
the biological set point. Thus the cyclical nature of 
bingeing followed by dieting or purging may be established 
(see Figure 2).
F igur e 2 .
S ET  PO I NT  T H E O R Y  -  N i sbet t  ( 1 9 7 2 )
A — Di et i ng or purgat ion
B -  Eat ing binge
B io lo gi ca l l y  set  
ideal weight
Bi ologi ca l ly  set  
ideal weight
Fashi onabl e weight
Time
While many anecdotal accounts exist, regarding 
overweight people who claim to be constantly hungry, 
supporting this theory, the use of the term a fashionable 
weight does not adequately explain the existence of 
purgation as a method of achieving the low weight.
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The idea of the subject struggling against 
physiological hunger to satisfy societal norms of acceptable 
body shape is further examined by other authors. Russell 
(1979) described the idea of a 'sub optimal' weight. These 
theories, while incorporating a physiological background 
would be more comprehensive if they set the explanation 
within the sociocultural context more explicitly and 
behaviourally supported the development of purgation as a 
learned response to the physiological/psychological 
pressure.
Many authors consider bulimia to be a symptom of 
an underlying organic dysfunction. (Nogami & Yabana, 1977; 
Rau & Green, 1975). This idea is enhanced by evidence that 
suggests,a similarity between bulimia and epilepsy. (Davis 
et al., 1974; Green & Rau, 1974; Johnson & Sinnott, 1981; 
Rau et al., 1979). However, other researchers have failed 
to find any significant deviation from normal EEG patterns 
in bulimics (Mitchell et al., 1983). Similarly, where 
bulimics have been found to have abnormal EEG patterns, no 
evidence of a change in pattern following anticonvulsant 
medication has been found (Wermuth et al., 1977). Many 
authors suggest that the use of anticonvulsant medication 
is simply a placebo effect and have followed this up by 
achieving similar reductions in bingeing behaviour 
following the use of inert substances as for anticonvulsant 
medication (eg Greenway et al., 1977).
17 -
Many bulimic subjects have been found to have a 
family history of affective disorders (Herzog, 1982; Hudson 
et al., 1983b). This has led some researchers to suggest 
that bulimia shares a similar endocrinal cause with 
depression. (Johnson and Larson, 1982). Treatment with 
trycylic antidepressants and monoamine oxidase inhibitors 
(MAO) have been found to reduce bulimic behaviour (Johnson 
& Larson, 1982). However, placebo effects were not 
controlled for. Huon and Brown (1984) point out that since 
MAO inhibitors also require a special tyramine-free diet, 
this may reduce bingeing behaviour either by prohibiting 
common binge food, such as confectionaries, or by focussing 
the subjects attention on the foods they are consuming. 
Further criticism of this theory comes from Russell (1979) 
who implies that the association between depression and 
bulimia is not because of a similar cause but rather that 
depression accompanies bulimia because of the negative self 
image associated with bingeing.
One of the many confusions surrounding this area 
of research seems to be whether depression is subsequent to 
the bingeing behaviour, whether a similar endocrine 
disturbance causes the behaviour or whether the depression 
exacebates the behaviour. Until these questions are 
answered, researchers will continue to subjectively 
interpret their results according to their own theories.
Gwirtsman et al., (1983) report neuroendocrine 
abnormalities in their bulimic subjects which they claim to 
be neither artifacts of low weight nor to be associated
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with a diagnosable major depressive disorder. They state 
that their findings of cortisol suppression abnormalities 
and blunted thyrotropin releasing hormones pointed to a 
similar neurochemical background for eating disordered and 
affective disordered subjects.
The majority of the pharmacological and 
physiological theories regard bulimic behaviour as 
secondary to some other psychiatric or neurological 
condition. When considering the bulimic behaviour, they 
tend to regard the 'binge' as the pathological symptom 
caused by an underlying neurological or neuroendocrino­
logical dysfunction. Purgation is considered only as a 
logical follow on from the bingeing behaviour not as a 
problem in its own right. This fails to explore the range 
of purging behaviour or to consider its salience for the 
subject. No explanation is suggested to account for the 
differences between subjects who fast or who induce 
vomiting. Nor have they examined changes in EEG patterns 
or neuroendocrinal chemical levels throughout all the 
stages of the bingeing-purging cycle.
While this area of research is of great interest 
and may hold the answer to the bulimia puzzle, the present 
state of research poses more questions than it answers.
The focus on bulimic behaviour as a symptom of underlying 
pathology provides insufficient consideration of other 
aspects of the binge-purge cycle.
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2. Psychodynamic Theories
Since research concerning bulimia arose largely 
from the study of anorexia nervosa patients, it is not 
surprising that many of the psychodynamic theories of 
anorexia nervosa have been broadened or modified to explain 
bulimia.
Many authors suggest that binge eating is actually 
the pursuit of a breast substitute for oral gratification 
(Guiora, 1967; Sperling, 1968; Thoma, 1967, Thorner, 1970). 
An unconscious wish to be pregnant has also been linked to 
binge eating (Waller et al., 1940; Nemiah, 1950). In these 
theories, the binge and subsequent swelling of the stomach 
represents the unconscious desire for pregnancy. Presumably 
the purging which follows the binge represents the 
unconscious desire to kill the child within, although this 
is not explicibly stated by researchers.
Lindner, (1954) suggested that the bulimic episode 
was symbolic of an unresolved oedipal complex, however, the 
exact mechanisms involved are not clearly stated.
Anxiety has been noted in bulimics by researchers 
in many areas (Fairburn & Cooper, 1982; Palmer, 1979, Pyle 
et al., 1981; Rau & Green, 1975; Rosen & Leitenberg, 1982). 
Psychodynamic theorists suggest that anxiety is reduced by 
a number of means such as incorporation of the sexual 
object (Abraham, 1948), breast substitute (Guiora, 1967; 
Sperling, 1968; Thoma, 1967; Thorner, 1970) or through a 
process of denial of the reality of their sexuality and
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incorporation, instead, of a fantasy motherhood (Nemiah, 
1950; Waller et al., 1940).
All psychodynamic theories of bulimia attract 
objections. For example, Kubistant (1982) believes that 
the psychodynamic use of unconscious wishes simply 
perpetuates the mystery and confusion surrounding bulimia. 
Rau and Green (1975) complain that an accusation of 
unconscious sexual or incestuous feelings simply adds to 
the guilt, shame and self-deprecating thoughts of the, 
already unhappy, bulimic.
While research does suggest links between 
sexuality and eating patterns (Abraham, 1983; Allerdissen, 
et al., 1981; Boskind-Lodahl, 1976; Casper, 1983; Clement & 
Hawkins, 1980, Fairburn, 1982; Russell, 1979), psycho­
dynamic theories do not succeed in clearly explaining the 
bulimic syndrome. Added to a lack of clarity, there are 
many methodological objections to psychodynamic theories. 
Few studies show any controls or standardisation and the 
length and cost of treatment is often prohibitive.
Given the similarity of language, the temptation 
is great to conclude that bulimic subjects are 
incorporating, suppressing or sublimating sexual desires 
through their eating behaviour. However, as this does 
little to enhance our knowledge or understanding of 
bulimia, they remain insufficient explanations.
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3. Behavioural Theories
The main theme of behavioural psychology is that 
all our behaviour is learnt through a process of rewards 
and punishments. It has been suggested that obesity occurs 
following early maladaptive experiences with food which 
leads the individual to use overeating as a strategy to 
cope with emotional distress. Thus overeating can be 
viewed as either a learned response to reduce anxiety 
(Kaplan & Kaplan, 1957) or that anxiety is mislabelled as 
hunger (Bruch, 1952). This is the psychosometic theory of 
obesity which focuses inwards on the subjects anxiety 
states.
External responsiveness theory (Schächter, 1971) 
on the other hand suggests that the obese are not aware of 
their internal states such as hunger or anxiety but eat 
uncontrollably in response to external cues such as the 
sight or smell of food.
Subject eats 
norma 11y >
Pseudo hunger 
brought about 
by the sight 
8 smel1 of food
Subject eats 
excessively
t
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Work in the area of bulimia derives largely from 
these two theoretical perspectives. Many authors 
concentrate on alleviating, or providing alternative 
methods of coping with, anxiety (Casper et al., 1980; 
Stunkard, 1972). Others conceptualise the purgation as 
representing tension release from the possible aversive 
social stigma of obesity and therefore seek to prevent the 
use of purgation as a method of anxiety reduction (Johnson 
& Larson, 1982). Rosen and Leitenberg (1982) still 
focussing on anxiety suggest that bulimic behaviour is 
cyclical and seek therefore to break the cycle at the 
purgation stage (see Figure 3).
Fi gure 3.
C Y C L I C A L  C O N C E P T U A L I S A T I O N  OF B U L I M I A .  ROSEN & LEI TEN BERG (1 9 8  2 )
. -  * A N X I E T Y  ABOUT  B E C O M I N G  
O B E S E  I NCR E A S E S
B I N G E  E A T I N G p u r g a t i o n
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23 -
Research has also been carried out on the basis of 
theories of control. Information-seeking theory (Berlyne, 
I960; Sokolov, 1963) states that loss of control causes 
loss of predictability and hence increases arousal and 
anxiety about the unknown. From this background many 
theorists predict that it is the feeling of being out of 
control which maintains the binge-purge cycle and therefore 
focus treatment on increasing the control subjects have 
over their behaviour (Fairburn, 1980? 1981; Loro and 
Orleans, 1981).
Eating has also been described as a reward in and 
of itself since it reduces the physiological discomfort of 
hunger (Nisbett, 1972), purgation then follows eating in 
order to avoid the unpleasant consequences of 
overindulgence in food (Palmer, 1979). This allows the 
bulimic individual to satisfy their real or perceived 
hunger and maintain a fashionably slim body and thus avoid 
the stigma of obesity.
Behavioural theories have abounded to explain 
bulimic behaviour, however, many have not been 
experimentally substantiated. Another criticism lies in 
the narrow focus of many of the theories which do not fully 
explain all aspects of the bulimic behaviour but tend to 
examine bingeing without adequately explaining purgation or 
explain purgation without aequately considering bingeing.
4. Other orientations towards bulimia
Various other theories of bulimia have been 
suggested in the literature, some are linked with the 
previously discussed theories. For example, many of the 
sociocultural theories incorporate elements of the 
behavioural theories.
Family based theories enjoy considerable support 
in the etiology of anorexia nervosa (Barcai, 1971;
Garfinkel et al., 1983; Hall & Brown, 1983; Minuchin, 1974; 
Rosman et al., 1975; Yager, 1982). However, they have 
found only limited support in bulimia. This is in part due 
to the generally older age of bulimic patients and thus the 
difficulty in bringing the family together after the 
natural separation of adolescence is complete.
Some authors have suggested that bulimic behaviour 
is a response to the anxiety created by interfamilial 
conflicts (Berlin et al., 1951; Rodger and Collyer, 1970) 
however this addresses the problem of bingeing behaviour 
without explaining the subsequent use of purgation.
Few theorists totally ignore the influence that 
the culture we live in has on our behaviour. In an area 
such as eating disorders, this influence becomes especially 
apparent. Western societal pressure dictates that slim is 
beautiful and fat is ugly yet women are still depicted as 
providers in the kitchen. This conflict between temptation 
to eat on one hand and pressure to maintain a fashionable 
slimness on the other inevitably creates problems. In 
bulimia, many young women seem to have found the perfect
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way to break the link between eating and weight gain 
(Palmer, 1979). they can have the pleasure and comfort of 
eating yet maintain a socially acceptable body shape.
Many authors point to the association between 
thinness and attractiveness (Brenner, 1980; Lucas, 1982) 
and to the pursuit of the perfect female stereotype by many 
young women (Boskind - Lodahl, 1976). Bruch (1974) 
described her "thin-fat people" as experiencing the 'all- 
American preoccupation to weigh less than is comfortable'. 
These theorists all suggest that women force themselves to 
low weights in order to conform to unrealistic societal 
expectations.
Other theories evolving from a socio-cultural 
background explain bulimic behaviour occuring as a result 
of the conflict women experience between liberation and 
conservatism. (Rost et al., 1982). This theory attempts
to account for the apparently dramatic increase in bulimia 
over the past twenty years since the advent of the 
contraceptive pill and the accompanying drive for female 
liberation. However the mechanism by which bulimia arises 
from this conflict is not fully shown. It appears that the 
liberated women indulges her hunger to the full but the 
conservative women then becomes anxious about the loss of 
sexual appeal weight gain brings and begins purgation (Rost 
et al., 1982).
As with anorexia nervosa, some authors suggest 
that bulimia is a method by which women cope with and 
protect themselves against male sexual aggression (Chernin,
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1981)'. Again, this theory does not adequately explain the 
nature of the protection offered by bulimic behaviour nor 
does it account for all aspects of the bulimic behaviour.
Lucas (1982) suggests that bulimic behaviour may 
be a 'fad' carried out by members of a specific group such 
as students for the pleasure of doing something together 
which might be judged by others as socially unacceptable.
Finally, a multimodal model of bulimia has been 
proposed by Clement and Hawkins (1980). They suggest that 
certain individuals have pathogenic predispositions of a 
physical and cognitive nature which, when they are exposed 
to normative psychosocial processes will make them develop 
bulimia.
Since bulimia is primarily a female disorder and 
of apparently significant and possibly increasing 
incidence, social explanations in feminist terms become 
especially plausible. However they do not explain why 
particular women begin their bulimic behaviour when others 
do not. More experimental testing of the various theories 
must be carried out preferably on a predictive basis in
order to substantiate them.
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I.IV CLINICAL STUDIES OF BULIMIA T
1. Bulimia in the context of obesity
Stunkard (1959) gave one of the earliest 
descriptions of a binge-eating pattern among the obese.
The 'night-eating syndrome' he described involved nocturnal 
hyperphagia, insommia and morning anorexia. Since this 
analysis of the eating pattern of obese patients, there has 
been little continuation of this line of research.
However, studies of meal frequency of obese versus normal 
subjects (Fabry, 1969; Hawkins, 1979; Schächter, 1971) and 
of caloric intake differences between obese and normal 
subjects (Fabry, 1969; Johnson et al., 1956; Rose & 
Williams, 1961; Stefanik et al., 1959) have shown that many 
obese people eat fewer meals and less calories per day than 
normal weight subjects.
Research indicates that particular life events or 
behaviours can set off a binge-eating episode. Studies 
have shown that the following triggers can provoke 
binge-eating. Emotional or life stress (Hamburger, 1951; 
Stunkard, 1959), depression (Kornhaber, 1970) autonomic 
arousal (Hinsie & Campbell, 1970; Slochower, 1976) and 
craving for 'forbidden fruit' (Mahoney, 1975b).
Wardle (1980), having found normal weight people 
to have a mean frequency of 4.7 binges per month, suggests 
that it is the salience of meaning of the dieting and 
bingeing which provokes distress. Thus, if a subject has 
set themselves unrealistic ideals for weight, believes
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themselves to be fat and is currently dieting, a binge is 
more likely to be considered as a personal failure and 
provoke distress. Research has not explored the methods of 
weight control used by obese individuals possibly because 
all weight control behaviour is considered appropriate 
because their weight is above normal. It is therefore 
unclear the extent to which purgation occurs in obese 
individuals.
Several authors have suggested that each 
individual has an 'ideal' or 'pre-set' body weight which 
does not necessarily correspond to a medical or social 
ideal. these theorists argue that binge-eating occurs 
through inevitable loss of control when subjects struggle 
to maintain a body weight below their internal ideal 
(Hawkins, 1979; Nisbett, 1972; Russell, 1979).
Hamburger (1951) reported that some obese people 
appear to have an addiction to food. In these cases, 
eating was itself a trigger for a binge, a cycle which 
resembles that of alcoholism.
It appears from the literature that binge-eating 
does occur in a proportion of obese individuals but is 
often attributed to gluttony. Bulimic behaviour has also 
been reported in obese subjects (Cooper and Fairburn, 1983; 
Halmi, 1974) although the extent and method of purgation is 
often not fully explored. Many different kinds of 
'triggers' representing underlying psychopathology have 
been implicated but no theory has yet been explored 
extensively enogh to give it credence.
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2. Bulimia in the context of anorexia nervosa
Whether bulimia is linked with anorexia nervosa 
continues to be debated in the literature. Some authors 
suggest that bulimia represents a subgroup of anorexia 
nervosa (Casper et al., 1980; Garfinkel et al, 1980; 
Lowenkopf, 1982; Russell, 1979; Strober et al.» 1982). 
Others view bulimia as a chronic phase of anorexia nervosa 
(Crisp et al., 1980) or conclude that bulimia is a separate 
syndrome which may occur concurrently with anorexia nervosa 
(Cullari & Redman 1983; Palmer, 1979).
The general conclusion reached by all authors is 
that bulimic behaviour is found in a proportion of anorexia 
nervosa patients although similar behaviour also occurs in 
normal weight and obese subjects. Bulimic behaviour in 
patients with anorexia nervosa has led to a variety of 
distinguishing terminology such as bulimarexia (Crisp,
1967), dysorexia (Guiora, 1967), vomiters and purgers 
(Beumont et al., 1976) and bulimia nervosa (Russell, 1979).
A range of differentiating factors have been found 
to distinguish between anorexia nervosa subjects who do or 
do not show bulimic behaviour. These include extroversion 
(Beumont et al., 1976), anxiety and depression scores 
(Casper et al., 1980), age of onset (Casper et al., 1980; 
Halmi et al., 1979) premorbid weight (Garfinkel et al., 
1980; Kalucy et al., 1977) and the incidence of impulsive
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behaviours such as shop-lifting, alcohol and drug abuse, 
self-mutilation and suicide attempts (Crisp et al., 1980; 
Garfinkel et al., 1980; King, 1963).
Although research has shown many differences 
between anorexia nervosa patients with and without bulimic 
behaviour, it has not proven conclusively the relationship 
or distinction between the two conditions. One issue which 
does seem clear is that the presence of bulimic behaviour 
is a poor prognostic sign in anorexia nervosa (Crisp et 
al., 1974; Garfinkel et al., 1977; Hsu et al., 1979; King, 
1963; Selvini, 1971).
The continuing debate on the relationship or 
distinction between anorexia nervosa and bulimia is not 
simply an academic exercise. Defining a population to be 
studied is the primary requisite for comparative analysis. 
Part of the confusion lies in the nature of available data 
on the two syndromes.
Anorexia nervosa was recognised as a clinical 
entity before the turn of the century (Gull, 1873; Lasegue, 
1873). Much of the original investigations of the 
occurence of anorexia nervosa and explanations of its cause 
were developed during the Freudian era. For this reason, 
many theories of anorexia nervosa are still based on a 
psychoanalytic or more specifically a psychosexual 
background. Data on Anorexia nervosa therefore frequently 
involves examination of relationships and specifically of 
sexual conflicts. These may include denial of sexuality
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(Nemiah, 1950; Waller et al., 1940) or an unresolved 
oedipal complex (Lindner, 1954).
Bulimic behaviour on the other hand, although 
documented in case histories since approximately the same 
time (Leo, 1889) was not empirically investigated until 
comparatively recently. Research in this area is therefore 
greatly influenced by behaviourism and data is frequently 
gathered using behavioural analysis. Indeed an examination 
of the DSM III (A.P.A., 1980) diagnoses for bulimia shows 
that it is based on behavioural description and factual 
data rather than clinical impressions. Bulimia is 
therefore commonly described in terms of frequency, 
duration, anticedents and consequences.
Clearly sexual conflicts are not easily comparable 
with frequency and duration of eating binges. The result 
of efforts to compare such disparate data is inevitably 
confusion. Consider the following example. If two animals 
are studied with data collected for one according to how 
friendly or frightened it is of human beings and the other 
according to texture and colour of its fur, it may under­
standably be difficult to conclude whether a relationship 
or difference exists between the two animals.
The issue is further confused by a diagnostic 
attempt to distinguish between anorexia nervosa and bulimia 
simply on the grounds of an arbitrary decision rule. For 
example, anorexia nervosa was defined by the American 
Psychiatric Association prior to bulimia. Thus, when the 
concept of bulimia as a distinct clinical entity was
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raised, the decision rule stated that if a diagnosis of 
anorexia nervosa was present, then bulimia could not be 
diagnosed. Since anorexia nervosa is defined according to 
low body weight, all bulimia subjects of a pre-determined 
low body weight are automatically defined as anorexic.
Imagine that a researcher wished to label a 
specific category of animals called rodents. If they 
focussed upon the fact that rodents are small animals and 
made this a primary criteria for categorisation and then 
moved all subjects from other categories to the rodent 
category if they fulfilled the size requirement. Obviously 
many small animals which are not rodents would be wrongly 
placed in the rodent category. If this supposed population 
of rodents was further examined, evidence would suggest 
strongly that the category of rodents contained two 
distinct subgroups. Those animals which gnaw and those 
animals which do not gnaw. However there are not subgroups 
of the category rodents but rather of the category "small 
animals" which includes rodents which gnaw and non rodents 
which do not gnaw.
In this way, the diagnostic population labelled 
'anorexia nervosa' may in fact be a population more 
accurately labelled as "low body weight eating disordered" 
which contains two subgroups, anorexia nervosa and low body 
weight bulimia.
The reasons for using diagnostic labels are 
principally two fold. Firstly to adequately specify a 
population in a uniform way such that two separate
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researchers may examine populations with essentially the 
same pattern of behaviour. Secondly the label carries 
theoretical and thus treatment implications which are 
effective for the specific population defined. The labels 
anorexia nervosa and bulimia as they currently stand fail 
on both counts. Firstly neither syndrome is exclusively 
defined to the extent that researchers in London and Sydney 
can be sure they are using the same populations. Secondly 
the poorer prognosis of bulimia subjects within the 
definition of anorexia nervosa (Crisp et al., 1974; 
Garfinkel et al., 1977) suggests that some clients may be 
receiving inappropriate treatment as a result of their 
diagnosis.
A possible solution to this confusion lies in the 
use of factor analysis following a behavioural analysis of 
the behaviour of subjects. This may avoid the incorrect 
use of diagnostic labels which carry inappropriate 
theoretical and treatment assumptions. In this way the 
principle behavioural components could be empirically 
assessed and specific labels would therefore conote 
specific types of behaviour. Only following such an 
analysis can the common areas of bulimic behaviour and 
anorexia nervosic behaviour be examined. The Eating 
Attitudes Test - EAT (Garner & Garfinkel, 1979) attempts 
such a behavioural picture although it is still tied to the 
confusing diagnostic labels which intermingle bulimic 
behaviour in anonexia nervosa subjects. A cumulative index
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of behaviour may be able to differentially separate the 
essential elements of anorexia nervosa from the essential 
elements of bulimic behaviour to produce more useful and 
precise definitional labels.
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3. Bulimia in the context of a normal weight psychiatric 
patient group
Fairburn (1982) criticised the use of the term 
bulimia in DSM III (A.P.A., 1980) on the grounds that it 
fails to distinguish a psychiatric syndrome from a not 
uncommon eating pattern. This criticism contains the 
essence of the problem. What is normal eating behaviour? 
Many authors have seen patients who are neither obese nor 
suffering from anorexia nervosa yet who present with bulimic 
behaviour seeking help. They are involved in the binge- 
purge cycle and are seeking to extricate themselves 
(Boskind-Lodahl & Sirlin, 1977).
Some of the variables believed to be related to 
bulimia are as follows:
a) Occurrence of eating binges
An eating binge must occur in order for the label 
bulimia to be applied. However, authors vary in 
definitions of an eating binge. Some believe that an 
objectively measurable excessive amount of food must be 
consumed (Abraham & Beumont, 1982). Others suggest that an 
excessive amount of food can be a subjective opinion which 
does not need to be measurable (Fairburn, 1982). Some 
authors stipulate that a binge must occur in a discrete 
period of time (A.P.A., 1980) whereas for other researchers 
the emphasis is placed upon the eating being unrelated to
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any sense of hunger (Nogami & Yabana, 1977), or perceived 
as being out of the subjects control (Abraham et al., 1983).
b) Pre-occupation with food and eating
In common with other eating disorders, the 
patients are reported to be pre-occupied with food and 
eating both in terms of cognitions and in terms of 
behaviour. (Casper et al., 1980; Clement & Hawkins, 1980; 
Fairburn, 1980; Garner et al., 1982; Johnson & Larson,
1982; Mitchell et al., 1981; Russell, 1979).
c) Attitude to weight
Bruch (1974) suggested that a negative attitude to 
weight begins the cycle of bineging and purgation in her 
study of 'thin-fat' people. Other findings are 
contradictory with some authors suggesting a morbid fear of 
fatness (A.P.A., 1970; Russell, 1979), some believing that 
inflexibility in desirable weight rather than actual weight 
is important (Fairburn, 1982), and some authors suggesting 
that weight, either present or desired is not important 
(Abraham & Beumont, 1982).
d) Self deprecating thoughts
Shame, guilt, self disgust and seIf-contempt have 
all been implicated in the literature (Brenner, 1980; 
Johnson et al., 1982; Fairburn, 1981; Lacey, 1982; Long & 
Cordle, 1982; Wermuth et al., 1977; White & Boskind-White, 
1981). Remorse after the binge has also been studied
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(Nogami & Yabana, 1977; Ondercin (1979). Many authors 
include self deprecating thoughts as a criteria for the 
definition of bulimia (A.P.A., 1980; Hawkins & Clement, 
1980; Johnson & Larson, 1982; Smith, 1981).
Since modern western society places such a high 
value on slimness and attaches stigma to fatness (Goffman, 
1964), it is unclear whether the self-deprecation of 
bulimics is inherent in the disorder of a reaction to 
societal pressure and expectations. The role societal 
values plays in the commencement and maintenance of the 
binge/purge cycle has been examined by many authors (Bruch, 
1952; Goffman, 1964; Johnson & Sinnott, 1981; Laslett & 
Warren, 1975; Richardson et al., 1961; Worsley, 1981) 
however no conclusion has been reached.
e) Secrecy around binqeing
The bulimic is also unlikely to make others aware 
of their bingeing and purgation. (Garrow et al., 1976). 
This secrecy is understandable in the light of the self 
deprecating thoughts. It follows logically that bulimics 
are secretive about a behaviour which they find shameful 
disgusting and a sign of personal failure and weakness 
(Brenner, 1980; Fairburn, 1981; Johnson et al., 1982; 
lacey, 1982; Long & Cordle, 1982; Shukard, 1959; White & 
Boskind-White, 1981). However, despite this frequency, 
many authors note that bulimics have more awareness and 
insight that the eating pattern is abnormal than anorexia 
nervosa patients (A.P.A., 1980; Fairburn, 1982, Halmi, 
1983b) .
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f) Loss of control
An important aspect of bulimic behaviour which has 
been examined by many researchers involves an apparent loss 
of control over the eating behaviour when the subject is 
bingeing (Hood et al., 1972; Lacey, 1982; Palmer, 1979; Rau 
& Green, 1975; Rost et al., 1982). This is considered by 
some researchers to be so central to the bulimic behaviour 
that it is included as a criteria for a diagnosis of 
bulimia (A.P.A., 1980; Lacey, 1982, Palmer, 1979). Many 
authors suggest that the loss of control experienced during 
a bulimic episode is similar to that of an epilephic fit 
(Lacey, 1982; Rau Sc Green, 1975; Nogami Sc Yaban, 1977). 
Other researchers have observed the loss of control without 
examining its causes or consequences (Palmer, 1979; Rost et 
al., 1982; Wermuth et al., 1977).
Loss of control over eating behaviour is generally 
viewed by researchers as a negative experience for the 
subject and is cited as one of the most common reasons for 
seeking help. (Ondercin, 1979; Rau Sc Green, 1975; Wermuth 
et al., 1977).
Despite the large proportion of researchers who 
cite loss of control over eating behaviour as an important 
aspect of bulimic behaviour, the definition of loss of 
control is not clearly specified. No objective measurement 
of loss of control was generally used nor was subjective 
control over other aspects of life examined.
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Little empirical information on loss of control 
over eating has been systematicallay collected. Thus it is 
still unclear to what extent and at what point loss of 
control is believed to occur. Whether loss of control over 
eating behaviour is inevitably experienced and whether over 
eaters who do not purge also experience a loss of control. 
Does the onset of purgation provide a return of control?
And is the loss of control always an unpleasant experience 
for the subject.
Many models exist in experimental psychology to 
examine aspects of control. these may be useful in 
contributing to an understanding of loss of control in 
binge eating. Some would suggest potential links between 
loss of control and negative affect (learned helplessness 
theory, Seligman, 1975). Others could account for the high 
response to informative programmes such as Fairburn &
Cooper (1983) found in many bulimic subjects (information 
seeking theory (Berlyne, 1960; Sokolou, 1963). While others 
may support purgation through its reinforcing value as a 
method of resumption of control (relevant feedback theory/ 
Weiss, 1971; safety signal theory, Seligman, 1968).
Clearly there are many potential uses for such theories in 
the understanding of the complex of behaviours we call 
bulimia.
The increasing use of the term compulsive 
overeating to describe eating binges in the literature 
(Ondercin, 1979; Vandereycken & Pierloot, 1983b) suggests a 
potential link between binge eating and other compulsive or
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addictive behaviours. These include alcoholism/ drug abuse 
and gambling. Indeed many researchers have already 
discussed obesity in terms of compulsive overeating in 
comparison with other compulsive behaviour (Foa & Steketee, 
1979; Langer, 1975; Miller, 1980).
Experimental psychology has provided a wealth of 
information concerning control and addictive or compulsive 
behaviour. These theories appear to have many aspects in 
common with bulimic behaviour. However, little use has yet 
been made of this background to contribute to the under­
standing of bulimic behaviour. Given the difficulty that 
researchers of bulimic behaviour have found in adequately 
explaining all aspects of bulimia, other areas of 
psychology may broaden our understanding.
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I.VII SURVEYS OF THE GENERAL POPULATION
Very few studies exist which examine bulimic 
behaviour in the general population. It has been suggested 
that bingeing and purgation do occur in a substantial 
proportion of the general population but is less severe in 
terms of frequency than for a clinical patient population 
(Pyle et al., 1983). This research would suggest that as 
bingeing and purging increase in frequency, the individual 
is more likely to present for treatment. The exact level 
at which clients present for treatment has not yet been 
ascertained.
An advertisement in a popular womans magazine in 
Great Britain by Fairburn and Cooper (1983), brought 
replies from nearly 500 women who fulfilled Russell's 
(1979) criteria for bulimia nervosa. Although over 50% of 
these women thought they needed help, only2.5% were under 
treatment. The authors concluded that the secrecy 
surrounding bulimic behaviour and the shame and guilt the 
bulimic experiences makes bulimia "an important undetected 
source of psychiatric morbidity" (Fairburn & Cooper, 1983, 
ppll55).
It is possible that bulimia, in much the same way 
as the incidence of homosexuality was grossly underestimated 
when it was legally and socially unacceptable, may have 
always been a wide-spread behaviour which is only now 
becoming socially acceptable to talk about. However, 
unlike homosexuality, it appears that many bulimic
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individuals want and may need treatment because of the self 
reported misery surrounding their behaviour and the health 
risks their behaviour exposes them to (Fairburn & Cooper, 
1983).
It is generally accepted that binge eating and 
purgation occurs in a proportion of the general population 
who do not seek treatment for their condition. (Clarke & 
Palmer, 1983; Cooper & Fairburn, 1983; Edelman, 1981; Mann 
et al., 1983). It is also known that specific populations 
such as jockeys, ballet dancers and students are at a 
greater risk of developing bulimic behaviour (Abraham et 
al., 1981; Hawkins & Clement, 1980; Lucas, 1982). The 
problem remains as to the delineation between acceptable 
and pathological bingeing. At what point does bingeing 
become a problem and purgation following the binge become 
bulimia. Currently it seems that the distinction is 
arbitrarily made when the individual concerned successfully 
brings her problem to the attention of a professional. 
Unlike anorexia nervosa, weight loss alone is not going to 
alert others to the problem. Since the bulimic may have 
eating habits that are appropriate and controlled in social 
situations (Fairburn & Cooper, 1982), she must first 
declare herself to others as a bulimic. Given the shame 
and disgust surrounding bulimia noted by many authors (eg. 
Brenner, 1980; Lacey, 1982) this self-denouncement is not 
an easy step for the bulimic.
One issue which has not been explored by 
researchers but may differentiate individuals, with bulimic
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behaviour who choose to seek help or continue their 
behaviour in secret, is the amount of enjoyment they derive 
from the behaviour. It can be assumed from patients who 
present for treatment that the bulimic behaviour is a 
source of distress. They report self deprecation thoughts 
(Brenner, 1980; Fairburn, 1981; Johnson et al., 1982;
Lacey, 1982; Long & Cordle, 1982; Wermuth et al., 1977).
As well as the subjective experience of being out of 
control (Casper, 1983; Fairburn, 1982; Wermuth et al.,
1977). Both the loss of control and the self-deprecating 
thoughts are reported by subjects as being unpleasant and 
causing distress. The question remains, therefore, of 
whether bulimic behaviour in the general population is less 
distressing and possibly does not involve loss of control 
or self deprecation.
Another possibility is that subjects with bulimic 
behaviour who do not seek help actually enjoy the feeling 
of loss of control. this is not such an obscure thought 
since many 'normal' people choose to experience being out 
of control by taking drugs or alcohol. The secondary 
reinforcement may be the euphoria that has been reported to 
accompany an eating binge (Hinsie and Campbell, 1970; 
Nemiah, 1950). It is therefore conceivable that many 
bulimics in the general population do not seek help because 
they are quite content with their bulimic behaviour.
Whatever the differences are between people who 
present for help with their bulimic behaviour and people 
who continue their bulimic behaviour in the community,
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further study of the issues surrounding bulimia are 
required. It may be the frequency# severity and regularity 
of the bulimic behaviour (Pyle et al., 1983), the 
difficulty in admitting to the problem (Fairburn, 1983) or 
a different perception of loss or maintenance of control 
(Russell, 1979). A final note lies in the necessity for 
greater openness and encouragement for bulimics in the 
community to come forward and receive help if they find 
their behaviour distressing and wish to change.
45
I.VIII TREATMENT AND OUTCOME
Bulimia was not recognised as a clinical entity 
distinct from anorexia nervosa until 1980 (A.P.A., 1980). 
Even now many authors regard bulimia as a sub-group of 
anorexia nervosa (Russell, 1979; Ben-Tovim et al., 1979).
It is not surprising therefore that few systematic 
treatment studies are reported in the literature. Those 
that are available are often of single case studies, 
frequently lack suitable controls such as double blind or 
placebo designs and often do not adequately define their 
diagnostic criteria for baseline, treatment and follow-up.
Some authors have suggested that the chronic 
nature of bulimia necessitates long term follow up. Crisp 
(1981) suggested that follow-up should be of at least four 
years. However, no studies with a follow up of longer than 
18 months have been published in the literature. Despite 
many methodological problems, research has been conducted 
on treatment programmes. Stunkard (1981) advises that the 
distress provoked by bulimia justifies the use of even 
imperfectly conceptualised treatments.
As with the section dealing with theories of 
bulimia, the treatment and outcome studies will be 
considered under the following categories.
1) Pharmacological and physiological treatment
2) Psychoanalytic treatment
3) Behavioural treatment
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4) Other orientations
including family treatment and sociocultural 
treatment
1• Pharmacological and physiological treatment
Early research examining bulimic behaviour in 
anorexia nervosa patients in the 1970s stressed the use of 
anticonvulsant medication such as diphenylhydatoin, 
phenytoin and dilantin. This followed the discovery by 
some researchers of abnormal EEG patterns in bulimic 
subjects (Green & Rau, 1974; 1976; Rau & Green, 1975).
Green and Rau (1974) report a 90% success rate for 10 
patients. 9 patients resumed normal eating although one 
out of four continued to purge. The criteria of normal 
eating is not discussed nor were double blind or placebo 
control trials used. Other researchers oppose this line of 
research since they have found no evidence of consistent 
EEG abnormalities nor a return to normal EEG patterns 
following treatment (Greenway et al., 1977; Weiss & Levitz, 
1976; Wermuth et al., 1977).
Other studies using tricyclic antidepressants or 
monoamine oxidase inhibitors have obtained significant 
improvements in bulimic behaviour (Johnson & Larson, 1982; 
Walsh et al., 1982). However, since monoamine oxidase 
inhibitors require strict adherence to a specialised diet, 
this may have been an important additional component of
treatment.
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Pope and Hudson (1982) reported improvements in 
all of their 8 subjects at follow-up of between 2 and 7 
months following treatment with imipramine. In a more 
recent paper Pope et al., (1983) used a placebo controlled,
double blind study of the effects of imipramine and 
subsequent antidepressants and found that 18 out of 20 
subjects (90%) decreased their binge frequency and 
subsequent purgation significantly. This decrease was 
maintained to follow up at between 1 and 8 months.
This treatment approach fails to deal directly 
with the disordered eating but rather regards the bulimia 
as secondary to some other psychiatric or neurological 
disorder.
Walsh et al., (1982) treated 6 subjects with 
monoamine oxidase inhibitors and reduced the eating 
attitudes test scores (Garner & Garfinkel, 1979) of all 
clients to normal levels. Bulimic behaviour was 
significantly reduced or eliminated in 5 of the 6 cases at 
10 months follow-up. This study was not of a double-blind 
design nor was it controlled for placebo effects.
The published reports so far fail to show an 
appreciation of the need for sound methodological design. 
Further controlled studies using larger numbers of subjects 
and including greater long term follow-up are needed.
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2. Psychoanalytic Treatment
These treatment programmes generally take the form 
of single case studies. Placebo controls are not provided. 
The length of time spent in psychoanalysis is of the order 
of 2-3 years and since bulimia has been studied for a 
relatively short time period there is a paucity of 
completed treatment studies available. Lindner (1954) 
treated an anorexia nervosa client who also displayed 
bulimic behaviour. Following long term analysis, Laura's 
voracious appetite was seen as an extravagent distortion 
accommodating an unresolved oedipal conflict. Resolution 
of the oedipal complex was followed by cessation of the 
eating disorder. No follow up data of this case was 
provided.
The difficulties involved in analysing the 
effectiveness of psychoanalytic therapy have been discussed 
at length elsewhere (eg. Rachman & Wilson, 1980). Placebo 
effects cannot easily be investigated since the length of 
time for therapy is so long. A full single case study 
design of the A.B.A. variety which is self controlling is 
not possible because the nature of psychoanalysis causes 
permanent change at the 'B' stage therefore no return to 
baseline is expected following cessation of treatment.
Although many psychoanalytic theories exist to 
explain bulimic behaviour (Abraham, 1948; Guiora, 1967; 
Nemiah, 1950; Sperling, 1968; Thorner, 1970; Waller et al., 
1940), no other published reports clearly explain either 
their treatment regime or give full outcome information.
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for this reason they are not discussed here. However, it 
should be noted that many case studies are available 
dealing primarily with anorexia nervosa.
3) Behavioural and cognitive behavioural treatment
In terms of methodological design and controls, 
this area shows the greatest promise when reviewing the 
outcome literature. The majority of studies are 
methodologically sound and contain adequate controls 
however, problems in definitions, criteria for improvement 
and lack of long term follow-up still hamper research 
conclusions.
A single case study using response prevention 
where the subject was instructed to eat but prevented from 
vomiting showed complete cessation of vomiting at day 44 
with no recurrence at 10 month follow-up (Rosen & 
Leitenberg, 1982). In a further case study using stimulus 
narrowing and self-relaxation a significant reduction in 
bulimic behaviour was also achieved (Mizes and Lohr, 1983).
Fairburn (1980) reported 4 case studies of 
treatment through control management of binges and changing 
maladaptive attitudes to self, weight and food. The 
initial study found bulimic behaviour to be eliminated from 
only one of the subjects and significantly reduced in one 
other. A letter study by the same author (Fairburn, 1981) 
resulted in a significant reduction or elimination of 
bulimic behaviour in 9 of 11 subjects. Follow-up data was 
obtained for only 6 of the original subjects at a 6 month
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interval. The initial improvement in bulimic behaviour had 
been maintained by 5 of these subjects.
Although data is available from only a limited 
number of studies, these are generally methodologically 
sound and contain appropriate controls. The results to 
date are encouraging however follow-up data is still either 
short term or not provided. Further research should be 
carried out with greater attention to definitions and 
criteria for improvement pre and post treatment. It is 
unfortunate that inconsistencies in populations makes 
comparison across treatment programmes unreliable at this 
stage.
4) Other treatment orientations
Several successful treatments for anorexia nervosa 
using a family therapy approach are reported in the 
literature (Barcai, 1971; Maloney and Klykylo, 1983; 
Minuchen, 1974; Rosman et al., 1975). However, only two 
single case studies involving the treatment of bulimic 
behaviour with family therapy have been published. While 
both of these studies showed initial reduction in the 
bulimic behaviour, the first (Schwartz, 1982) gave no 
follow-up data and the second (Geller et al., 1978) 
involved a concurrent behavioural intervention. The 
outcome of the latter cannot therefore be attributed solely 
to the family therapy intervention.
Many therories have emerged concerning the 
aetiology of bulimic behaviour from a socio-cultural
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perspective. However there are relatively few treatment 
studies examining these under lying theories. It should be 
noted that treatment programmes from other orientations 
such as Fairburn (1980; 1981) also consider the bulimic 
behaviour in the context of the sociocultural background. 
Two studies have focussed on changing the bulimics 
attitudes towards weight, food and their body (Boskind- 
Lodahl & White, 1978; White Sc Boskind-Lodahl, 1981). These 
treatment programmes involved awareness regarding food, the 
purpose it served for each individual, irrational beliefs 
concerning thinness (eg. thin = happy, successful, witty 
etc), personal responsibility, contingency contracting and 
alternative responses to emotional stress. Of a total of 
27 subjects involved in the two treatment programmes, 20 
reported a satisfactory outcome with elimination or a 
significant reduction of bulimic behaviour. The behaviour 
change was maintained for all subjects at a 1 year 
follow-up.
A further study by Lacey (1983) found that a 
consciousness raising group was useful following individual 
therapy in helping the subjects to deal with stress arising 
from the elimination of the bulimic behaviour.
The complex nature of sociocultural treatment 
involving feminist issues, group interactions, behavioural 
and cognitive components makes any outcome difficult to 
attribute to a specific part of the treatment package, 
since bulimia is primarily a female disorder, the socio­
cultural context cannot be ignored. It is encouraging that
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researchers exploring other treatment areas are increasingly 
including personal issues of a sociocultural nature in 
their treatment programmes (Brenner, 1980; Chernin, 1981; 
Fairburn, 1980; 1981; Katzman and Wolchik, 1984).
In conclusion, many treatment strategies have been 
examined from a variety of theoretical backgrounds. A lack 
of systematic data collection, standardised definitions and 
sound methodological designs renders much of the data 
invalid for comparisons.
The most clearly defined and controlled results 
generally emanate from a behavioural perspective although 
individual studies from other perspectives also show 
promise.
Halmi (1983c) concludes that in order to remove 
ambiguities and gain a clear understanding of the nature 
and treatment of bulimia, the following issues must be 
addressed (Halmi, 1983c pages 251-252).
1) Outcome studies must clarify and establish 
meaningful diagnostic criteria for the eating 
disorders.
2) Outcome studies must identify and establish the 
reliability and validity of sub-groups such as 
bulimia group within the anorexia nervosa 
population.
3) Outcome studies must examaine and document the 
longitudinal course of the illness, anorexia 
nervosa, by identifying predictors of outcome and 
by determining responses to treatments.
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Sound methodological requirements for obtaining 
meaningful information from long-term follow-up studies are 
as follows:
1) Adequate sample size is necessary with all 
patients accounted for in the follow-up study.
2) Standardized diagnostic criteria must be used for 
all patients at the time of the initial assessment.
3) Data must be obtained with a systematic method by 
using standardized instrumentation for assessing 
behaviour both at the time of initial assessment 
and at the follow-up time.
4) Outcome investigations should be conducted at a 
sufficient period of time after the initial 
assessment (at least 5 years) and the outcome 
investigation should be made in a uniform time 
period after the initial assessment.
5) The follow-up study should be made in patients who 
have all been treated with the same well 
documented and clearly described treatment program.
6) Outcome should be assessed in discrete and 
specific categories such as weight, eating 
behaviour and attitudes, psychological status, 
medical status, sexual adjustment, social 
adjustment, vocational adjustment and family 
relationships in order to assess the independence 
of symptoms.
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7) Follow-up data should be obtained from at least
one person other than the patient and by means of 
an interview technique in order to assure 
completeness and accuracy of the data.
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I.IX BULIMIA: A SUMMARY OF EXISTING SUBSTANTIVE DATA
1. Demographic Variables 
1) Sex
As with most eating disorders, bulimia is 
generally acknowledged to be more common in women than in 
men (Halmi et al.# 1981; Wermuth et al., 1977). In survey 
reports of the generally population, especially students, 
only two studies quote prevalence figures for males. These 
are 6.1% male as opposed to 11.9% female incidence (Halmi 
et al., 1981) and 1.4% male as opposed to 7.8% female (Pyle 
et al., 1983). A further 5 studies collected information 
from between 38 and 182 males subjects but report no male 
cases of bulimia (Edelman, 1981; Hawkins & Clement, 1980; 
Strangler & Printz, 1980; Touyz & Ivison, 1983; Wardle,
1980) .
The incidence of binge eating without purgation is 
less clearly delineated. Wardle (1980) reports that male 
subjects binge-eat less frequently (2.2 times per month) 
when compared to female subjects (4.7 times per month) but 
does not provide percentage figures. Edelman (1981) 
reports 29% of males binge eating and 51% of females, Halmi 
et al., (1981) report only a 7.8% incidence of binge eating 
among men and 35% among women. The highest figures are 
available from a study by Hawkins and Clement (1980) who 
report binge eating in 49% of their male subjects and in 
79% of their female subjects. The large differences in
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prevalence figures can largely be accounted for by the 
variations in definitions as discussed previously (see 
page 11).
Some authors report bulimia as an exclusively 
female disorder (Fairburn, 1981; Fairburn and Cooper, 1982; 
Pyle et al. , 1981; Strangler and Printz, 1980). However, 
many other authors have accepted that a small proportion of 
men do present with bulimia (Edelman, 1981; Halmi et al., 
1981; Hawkins and Clement, 1980; Pyle et al., 1983).
2) Age
The majority of studies report that bulimia occurs 
most frequently in the mid 201s age group. However, some 
studies have reported ages ranging between 15 and 51 
(Bcskind-Lodahl & White, 1978; Fairburn, 1981; Fairburn & 
Cooper, 1982; Herzog, 1982; Pyle et al., 1981; Russell,
1979; Strangler and Printz, 1980; Wermuth et al., 1977).
As the majority of studies sample populations gathered from 
universities, colleges or readers of magazines aimed 
primarily at young females the preponderance of a young age 
group of bulimics is only to be expected. In a community 
study of women shoppers with a higher average age than 
college students, a higher incidence of bulimic behaviour 
among women of an older age was found (Pope et al., 1984).
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3) Race
Relatively few studies have collected information 
on racial or country of origon variables. Of the three 
studies reviewed (Herzog, 1982; Katzman and Wolchik, 1984; 
Pyle et al.# 1981), a total of 86 cases of bulimic 
behaviour were presented. All subjects were white with the 
exception of one negro in the study by Katzman and Wolchik 
(1984).
4) Weight history
Bulimia has been found to occur among all weight 
groups. Early studies reported bulimic behaviour in 
between 5% (Stunkard et al., 1955) and 100% (Bruch, 1973) 
of obese subjects. Many other authors also report a high 
incidence of bulimic behaviour in obese subjects 
(Hamburger, 1951; Hawkins & Clement, 1980; Loro & Orleans, 
1981).
Many other studies report bulimic behaviour in 
anorexia nervosa populations ranging from 10% (Halmi, 1973) 
to 50%. (Hudson et al., 1983b). Most studies report the 
incidence of bulimic behaviour in samples of anorexia 
nervosa patients at between 40% and 50% (Beumont et al., 
1976; Bhanji & Mattingly, 1981; Calloway et al., 1983; 
Casper et al., 1980; Crisp et al., 1980; Garfinkel et al., 
1980; Garner et al., 1982; Vandereycken & Pierloot, 1983a).
Bulimic behaviour has also been reported in normal 
weight subjects (Bruch, 1974; Casper, 1983; Halmi et al., 
1981; Rau & Green, 1975; Wermuth et al., 1977).
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Given that bulimia is found across all weight 
groups, some authors have gone on to examine the 
relationship between weight and bulimic behaviour over 
time. Russell (1979), found that 27 of 30 bulimic subjects 
(90%) had suffered from anorexia nervosa or shown moderate 
to slight weight loss prior to developing bulimia. Only 
10% of this population had been consistently overweight. 
Similarly Pyle et al., (1981) found 25 of 34 bulimic
subjects (74%) weighed less than the median weight for 
their sex and height as specified by actuarial tables.
Since the focus of these studies arises from an anorexia 
nervosa background, the clinical populations and 
definitional criteria bias the samples in the direction of 
low weight.
Fairburn (1981) reported that all of the 11 
subjects showing bulimic behaviour he studied were within 
15% of the average weight for their age and height. Many 
other researchers report bulimic subjects to have a history 
of obesity or high normal weight (Fairburn & Cooper, 1982; 
Halmi, et al., 1981; Herzog, 1982).
5) Family History
The first degree relatives of subjects with 
bulimia have been studied by many researchers. A variety 
of psychiatric problems were found. Alcoholism in a first 
degree relative was reported in 50% of cases (Herzog, 1982; 
Pyle et al., 1981). Reports of first degree relatives with 
obesity ranged from 37% (Herzog, 1982) to 68% (Pyle et al.,
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1981). Depression and other affective disorders are 
reported in 47% of first degree relatives of 34 bulimic 
subjects (Pyle et al.# 1981).
Herzog (1982) reported that 15 out of 30 bulimic 
subjects (50%) had lost one or both parents or whose parent 
had had a history of serious physical illness. This 
percentage is significantly larger than would be expected 
in the general population. However, other studies failed 
to find similar results (Garfinkel et al., 1980; Halmi,
1974; Hudson et al., 1983b; Pyle et al., 1981).
Halmi (1974) found a significantly older parental 
age among anorexia nervosa subjects who also displayed 
bulimic behaviour.
In conclusion, the majority of studies agree that 
first degree relatives of bulimic subjects have a higher 
proportion of affective disorders such as depression and of 
alcoholism and obesity than would be expected in the 
general population. Evidence regarding other areas such as 
the death of a parent and parental age have not been 
clearly substantiated.
6) Age at onset
Bulimics generally begin to binge eat in their 
late teens. 18 years of age is most frequently cited 
(Fairburn & Cooper, 1982; Pyle et al., 1981; Russell,
1979). Other studies suggest that the age of onset is 
lower, ages down to 15 years are cited (Boskind-Lodahl and
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White, 1978). Only one study reported a subject with an 
age of onset greater than 30 years (Pyle et al., 1981).
Purgation generally begins some time after the 
binge eating has started. The length of time between onset 
of binge eating and onset of purgation varies from study to 
study. The range is from one year (Fairburn & Cooper,
1982) to 3 years (Russell, 1979).
Subjects presenting for treatment because of their 
bulimic behaviour have a mean age of between 20 and 26 
years (Abraham & Beumont, 1982; Chiodo & Latimer, 1983, 
Fairburn, 1981; Garfinkel et al., 1980; Norman & Herzog, 
1984).
11 studies which quoted a mean age for 
presentation were summarised. Of a total of 500 subjects, 
the overall mean age at presentation was 22 years (Abraham 
and Beumont, 1982; Beumont et al., 1976; Calloway et al., 
1983; Chiodo & Latimer, 1983; Fairburn, 1981; Fairburn & 
Cooper, 1984; Garfinkel et al., 1973; Garfinkel et al.,
1980; Norman & Herzog, 1984; Rosen and Leitenberg, 1982, 
Vandereycken and Pierloot, 1983).
To summarise, the typical bulimic is a white woman 
who begins to binge eat at around 18 years of age, starts 
to purge between 1 and 3 years later and presents for 
treatment at about 22 years of age. Although her weight 
may range from underweight to overweight she is often 
within the normal weight range for her age and height.
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However she may have had a history of being overweight. It 
is common for her first degree relatives to have a high 
incidence of obesity, affective disorders and alcoholism.
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2. PARAMETERS OF THE BINGEING BEHAVIOUR 
1) Frequency
It is particularly difficult because of the shame 
and secrecy surrounding bulimic behaviour to obtain 
accurate factual information from subjects regarding the 
frequency and duration of their bingeing behaviour. Given 
the variability in definitions of just what constitutes a 
binge then the available data in this area must be examined 
with caution.
Research generally reports that binge eating 
episodes occur at least once a week (Fairburn & Cooper, 
1982). However, some studies report a higher frequency 
where the majority of bulimics binge eat at least once a 
day (Pyle et al., 1981) or on a far higher frequency of
between 3 and 30 separate binge eating episodes per day 
(Fairburn, 1980; 1981). At the other extreme, Russell 
(1979) reported that many of his subjects were able to 
impose strict control over their eating behaviour resulting 
in binge-eating episodes only once every week or two.
These extremes of up to 30 binge eating episodes 
per day (Fairburn, 1980; 1981) to only once per fortnight 
(Russell, 1979) suggest differences not only between 
individual subjects but also in the methodology and 
definitions used by the researchers. Indeed, a close 
examination of the studies involved shows very different 
types of populations. Russell (1979) mainly examained
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subjects with a history of anorexia nervosa whereas 
Fairburn (1980; 1981) examined a normal weight population 
without the complication of a history of anorexia nervosa.
2) Duration
Many definitions, including DSM III (A.P.A., 1980) 
define a binge eating episode as occuring within a discrete 
period of time, usually less than two hours. However this 
length of time was not empirically ascertained but was 
arbitrarily choosen as a reasonable time.
Few studies examine self-reported duration of a 
binge eating episode however those that have reported 
durations show large variations. Some authors report 
'picking' behaviour which may last for several hours or 
even days without entirely stopping (Beinart, 1979; 
Fairburn, 1980). Picking behaviour involves almost 
constant consumption of small quantities of food over a 
protracted period of time. It can be considered as many 
individual binge eating episodes (Fairburn, 1980; 1981) or 
be considered as one continuous ongoing binge (Pyle et al., 
1981; Wermuth et al., 1977). Typically, however, a binge 
eating episode is reported as lasting for a discrete period 
of time, usually between 1 and 2 hours (Russell, 1979).
3) Quantity
Large variability is also reported across studies 
examining the quantity of food consumed during an eating 
binge. The range is from less calories than would be
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contained in a normal meal (Beinart, 1979) to huge 
quantities of up to 15,000 or 20,000 calories at one 
sitting (Russell/ 1979). As this amount of calories is 
equivalent to 10 or 15 days requirement, weight gain can 
understandably be enormous without some form of purgation 
and indeed at this sort of level of consumption, the 
physical discomfort of a distended stomach will in many 
cases necessitate purgation.
4) Type of food
The specific type of food eaten during a binge 
varies from subject to subject. The most frequently 
reported category of food is that which is easily ingested 
such as loaves of bread, biscuits, sweets, ice-cream and 
other sorts of sugary or starchy food (Fairburn, 1980; 
Russell, 1979). The ingestion of forbidden food which the 
bulimic perceives as being high in calories and therefore 
not allowed may actually precipitate a binge eating episode 
(Hamburger, 1951). Most authors who examine the type of 
food consumed during an eating binge note the high 
association between fattening forbidden foods and binge 
eating foods (Mahoney, 1975; Russell, 1979; Stunkard,
1959). It has been suggested that this is an instance of 
the more general idea of psychological reactance (Brehm, 
1966) where subjects will respond negatively to persuasive 
communications under certain circumstances.
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5) Time of day that, binge eating episodes occur
Many authors have found no evidence for periodicity 
of binge eating episodes (Russell, 1979; Stunkard, 1959). 
Other authors have reported a concentration of binge eating 
episodes in the evening and at weekends (Stunkard, 1955). 
However it is unclear whether this periodicity is related 
to the opportunity to be alone or to internal triggers.
6) Place where binge eating occurs
No studies have yet examined the location of 
subjects during binge eating episodes. However, in order 
to protect the secrecy of the act many bulimics may choose 
to binge eat in the privacy of their bedroom. It is 
assumed that for ease of access to large quantities of 
food, many eating binges will also be carried out in the 
subjects kitchen. Case studies also describe eating binges 
in a variety of other settings including restaurants 
(Fairburn, 1980).
7) Method and frequency of purgation
Vomiting has been reported as the most frequently 
used method of purgation followed by laxative abuse and 
then diuretic abuse (Halmi et al., 1981; Pyle et al., 1981).
Some studies have found the frequency of purgation 
to exceed the frequency of binge eating (Fairburn, 1981). 
Actual frequencies vary from subject to subject and 
depending on the method of purgation used. Fairburn (1981) 
reported one bulimic subject who vomited up to 30 times per
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day. Frequency reports range from an average of one 
incident of purgation per day (Fairburn & Cooper, 1982) to 
less than one incidence of purgation per month (Halmi et 
al., 1981).
8) Duration of bulimic behaviour
In general, research suggests that bulimic 
behaviour is long term and chronic. Studies examining 
bulimic subjects report an average duration of at least 4 
years (Fairburn & Cooper, 1982) and frequently as high as 6 
years (Herzog, 1982). Since these studies report on the 
duration of the illness up to the point where the subject 
presents for help with stopping the bulimic behaviour extra 
time must be added before the bulimic behaviour is 
eliminated through treatment. The behaviour has been found 
to be extremely persistent and the prognisis is poorer even 
than for anorexia nervosa (Beumont et al., 1976; Hsu et
al., 1979).
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3. PSYCHOPATHOLOGY OF BULIMIC BEHAVIOUR
Certain correlations have been found by 
researchers between psychological issues such as concern 
about weight and dieting and bulimic behaviour. Particular 
medical complications have also been shown to exist in 
bulimic subjects. This section will explore relevant 
issues and outline the existing literature on the 
psychopathology and physical corelates of bulimic behaviour
1) Preoccupation with food and the urge to eat
Bulimics typically report a preoccupation with 
food, eating and purgation to such an extent that their 
concentration and everyday activities are compromised 
(Fairburn, 1980; Fairburn & Cooper, 1982; Herzog, 1982;
Pyle et al., 1981, Rosen & leitenberg, 1982; Russell, 1979) 
The urge to eat is perceived by most bulimics to 
be inappropriately strong and out of their control 
(Fairburn, 1981; Fairburn & Cooper, 1982; Palmer, 1979;
Pyle et al., 1981). This is often a frightening aspect of 
the bulimic behaviour and is cited as the main factor 
precipitating help seeking behaviour (Fairburn & Cooper, 
1982; Katzman & Wolchik, 1984; Pope et al., 1984).
2) Preoccupation with weight and body image
Bulimic subjects also typically report a 
preoccupation with their weight and body size similar to 
that experienced by anorexia nervosa subjects (Fairburn,
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1980; Katzman & Wolchik, 1984; Palmer, 1979; Russell, 1979; 
Wermuth et al., 1977). This preoccupation has been 
described in various ways but generally involves an 
exaggerated fear of becoming fat (Garfinkel & Garner, 1982; 
Katzman and Wolchik, 1984; Pyle et al., 1981).
Of even greater importance is the discrepancy 
found between healthy and desired weight in most bulimic 
subjects. People with bulimic behaviour not only generally 
wish to weigh less than their current weight but also have 
a desired ideal weight below the minimum recommended for 
their age and height (Fairburn & Cooper, 1982; Pyle et al., 
1981; Russell, 1979). The severity of this body image 
distortion is exemplified by Fairburn & Cooper (1982) . In 
a sample of 499 bulimic subjects, 63% gave a desired ideal 
weight of more than 15% below the mean weight for a matched 
population.
Various explanations have been suggested to 
account for the preoccupation with weight and the desire to 
obtain an unnatural thinness found in so many bulimic 
subjects. In general explanations focus on social 
pressure, advertising and the struggle women experience 
between physiological hunger and conforming to the 
stereotypical ideal feminine role. (Boskind-Lodahl, 1976; 
Boskind-Lodahl & White, 1978). (See page 24 for a full 
exploration of these theories).
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3) Preoccupation with dieting and weight loss
Bulimic individuals typically oscilate between 
periods of bingeing and periods of purgation, fasting and 
dieting (Garfinkel & Garner, 1982). Research suggests that 
the very act of dieting or restraint may make the 
individual more prone to having an eating binge (Hibscher & 
Herman, 1977; Pyle et al., 1981; Spencer & Fremouw, 1979). 
Counter-regulation is the term used to describe a pattern 
of unrestrained eating following ingestion of food 
(Hibscher & Herman, 1977). Thus, when a restrained eater 
(ie. someone who is dieting) believes they have broken 
their diet they are likely to lose all restraints and binge 
eat. This creates a causal relationship between the 
dieting behaviour and the binge eating behaviour (Hibscher 
& Herman, 1977; Pyle et al., 1981; Spencer & Fremouw, 1979).
Other authors have reported that overeating is 
caused by over attention to external cues (Herman & Mack, 
1975; Herman et al., 1979; Hibscher & Herman, 1977; 
Schächter, 1971; Schächter & Rodin, 1974). Rodin (1981) 
hypothesised that externality in eating could lead to a 
bulimic pattern of binge eating unrelated to internal cues 
such as hunger. This overeating would then be followed by 
purgation in order to conform to social expectations or to 
relieve the physical discomfort of a distended stomach.
Undoubtedly frequent weight fluctuations do occur 
among bulimic subjects and are included in the DSM III 
(A.P.A., 1980) definition of bulimia. Pyle et al (1981) 
found that 33% of 34 bulimic subjects had experienced
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weight fluctuations in excess of 15kg in an average of 4 
years since the onset of the bulimic behaviour.
4) Depression Anxiety and Self-Deprecation
Studies using standardised psychiatric measures 
have consistently shown that bulimic subjects have higher 
depression and anxiety scores than normal controls and are 
more equivalent to psychiatric outpatient attenders 
(Fairburn & Cooper, 1982; Katzman & Wolchik, 1984; Pyle et 
al.r 1981). Herzog (1982) reported that at least 75% of 
the bulimic subjects studied showed depressive symptoms. 
Other studies have also found that depression increases as 
weight increases and the opportunity of purging decreases 
(Fairburn, 1980) .
The anxiety found in bulimic subjects has been 
related to fear of becoming fat as a result of binge-eating 
(Rosen & Leitenberg, 1982) or to the anticipated loss of 
control once the bingeing behaviour has begun (Palmer,
1979; Rau & Green, 1975).
Bulimic subjects have also been found to have 
overriding feelings of guilt, shame and self contempt 
following their bulimic behaviour (Fairburn, 1980; Herzog, 
1982; Katzman & Wolchik, 1984; Pyle et al., 1981; Rau & 
Green, 1975; Wermuth et al., 1977; White & Boskind-Lodahl, 
1981). Tt is as yet unclear whether such self deprecating 
feelings cause the bulimic behaviour or are brought on as a 
result of the behaviour.
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5) Sexuality
Sexuality has been linked to body weight and 
eating in the literature (Bancroft, 1983). In general 
studies have focussed on differences between the sexual 
attitudes and experiences of anorexia nervosa subjects who 
have concurrent bulimic behaviour or simple restrictive 
behaviour (Abraham, 1983; Abraham & Beumont, 1982; Beumont 
et al., 1976; Beumont et al., 1981; Casper et al., 1980).
The presence of bulimic behaviour in subjects with 
anorexia nervosa is related to many differences in 
sexuality. Use of internal sanitary protection increases 
as bulimic behaviour increases (Abraham, 1983; Abraham & 
Beumont, 1982; Beumont et al., 1981). Sexual experience 
has also been reported to be greater with increased bulimic 
behaviour (Abraham 1983; Abraham & Beumont, 1932; Beumont 
et al., 1976; Beumont et al., 1981; Casper et al., 1980). 
The use of oral contraception and incidence of masturbation 
among subjects with bulimic behaviour is higher than for 
anorexia nervosa subjects who do not show bulimic behaviour 
(Abraham, 1983; Abraham & Beumont, 1982; Beumont et al., 
1976) .
Abraham and Beumont (1982) gave a detailed account 
of 31 anorexia nervosa subjects. Four groups were 
discern«^ across a continuum as follows:
1) denial of sexuality
2) unsure of sexuality
3) passive sexuality 
assertive in sexuality.4)
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Bulimie behaviour was found to increase in frequency and 
severity across these four groups. The denial of sexuality 
group obtained the lowest weights and did so purely through 
restriction of food intake. The assertive in sexuality 
group remained at the highest weights, binge-ate and used 
vomiting and laxative abuse to counteract increased weight 
gain. Use of internal sanitary protection, presence of 
autostimulation, frequency and variation of sexual activity 
all increased from group 1) to group 4). However increased 
action was not necessarily followed by a positive attitude 
to the various activities.
It should be emphasised that few studies have 
focussed on the sexual attitudes and experiences of a 
similar control population and therefore little comment can 
be made about differences between subjects with bulimic 
behaviour and controls. Eysenck (1972) found that in a 
study of students aged between 17 years and 24 years, 
increased extraversion scores corresponded to decreased 
masturbation, greater experimentation in sexual intercourse 
and more frequent sexual intercourse. It is possible 
therefore that sexual differences noted between anorexia 
nervosa subjects may reflect underlying personality 
differences rather than the presence or absence of bulimic
behaviour.
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6) Levels of impulsiveness, self injurious and help-seeking 
behaviour
Many authors have discussed the high frequency of 
certain behaviours among subjects showing bulimic 
behaviour. These behaviours are often described as 
impulsive and include shoplifting and kleptomania (Casper 
et al., 1980; Garfinkel et al.f 1976; King, 1963), 
alcoholism (Garrow et al., 1976; Garfinkel et al., 1980;
Pyle et al., 1981) and gambling (Garrow et al., 1976).
Self injurious behaviour has also been reported 
especially suicide attempts (Abraham & Beumont, 1982; 
Garfinkel et al., 1980; Szyrynski, 1973). Evidence of high 
frequencies of chemical dependence especially amphetamine 
abuse has been reported by Pyle and his colleagues (1981) 
although other authors claim to have found no support for 
such dependency (Wermuth et al., 1977) .
Whether the above behaviour is a sign of greater 
impulsiveness or of a desire to hurt themselves has not 
been explored in the literature. It is certainly true 
however that such behaviour typically attracts attention 
and elicits help. This may be an easier method whereby the 
bulimic individual may seek help than to admit to the 
bulimic behaviour.
7) Medical Complications
Bulimic behaviour puts the individual at risk 
physically in many ways. The binge-eating alone results in 
relatively few complications. Gastric dilation for example 
has been found in only 2 cases (Mitchell et al., 1982; Pyle 
et al., 1981). Purgation, particularly by self induced
vomiting, can however lead to many potentially serious 
physical side effects.
Loss of fluids and electrolytes can result in 
renal infections and renal failure (Russell, 1979) and 
hypokalemia (Fairburn, 1980; Geller et al., 1978; Herzog, 
1982). Other complications include epilepsy and tetany 
(Russell, 1979), oesophageal tearing and chronic hoarseness 
of the voice (Fairburn, 1982).
Bulimic subjects, especially those who use 
vomiting as a means of purgation also report sore throats 
(Fairburn, 1982; Pyle et al., 1981) and swollen partoid 
glands (Herzog, 1982; Johnson et al., 1982; Lowenkopf,
1982; Lucas, 1982b; Pyle et al., 1981; Russell, 1979).
Dental hygiene problems are frequently found 
especially gingivitis (Brady, 1980) and tooth decay through 
destruction of dental enamel by exposure to acidic bile 
(Carni, 1981; Hellstrom, 1977; Herzog, 1982; Pyle et al., 
1981; Smith & Knight, 1982).
Additional medical complications include menstrual 
irregularities (Abraham & Beumont, 1982; Casper et al., 
1980; Fairburn, 1982; Pyle et al., 1981) and occasionally 
infertility (Casper et al., 1980; Fairburn, 1980). The 
latter two problems are generally associated with weight 
loss rather than bulimic behaviour per se.
Although most of the medical complications 
outlined above are relatively infrequent. Bulimic subjects 
seeking to change or maintain their behaviour should be 
made aware of the physical dangers to which they are 
subjecting themselves.
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r,,X SUMMARY
This review of the current research on bulimic 
behaviour highlighted the following shortcomings.
1) This area lacks any commonly agreed upon 
definitions. For example bulimic behaviour has two 
principle elements, binge eating and purgation. However 
neither of these terms have been consistently defined by 
researchers (see Chapter I (ii) page 12). Inconsistent 
definitions have also led to differing reports of incidence 
across studies. This has made it impossible to determine 
the rate and relative importance of related psychopathology 
such as depression, low self esteem and impulsive behaviour.
2) Weight is an inappropriate criteria for the 
selection of subjects. Historically studies of bulimic 
behaviour focused on obese subjects. This over emphasis on 
weight as a criteria for study was continued with the later 
research on anorexia nervosa. This in turn has embroiled 
researchers in a futile debate as to the differences 
between anorectic subjects who do or do not show bulimic 
behaviour (see Chapter I (v) page 29). In that selection 
of a population on the basis of weight may obscure the 
basic symptom cluster of bulimia. This has also allowed 
researchers to be side-tracked into formulating supposedly 
comprehensive hypotheses about highly aberrant populations 
(Berlin et al., 1951; Bhanji & Mattingly, 1981; Biggs et 
al., 1980) .
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3) Psychiatric labels are an inappropriate criteria 
for selection of subjects. The use of these diagnostic 
labels involves assumptions concerning the homogeneity of 
the group and implications about aetiology, prognosis and 
treatment. The inadequacies of the label 'anorexia 
nervosa' exemplify this difficulty. Traditional treatment 
strategies adopted for subjects diagnosed as having 
'anorexia nervosa' are not valid in the case of 'anorexia 
nervosa with bulimic behaviour (see Chapter I (vi) page 30).
4) The use of specialised populations severely limits 
the generalizability of findings. To illustrate, many 
studies focus on specific groups such as ballet dancers, 
psychiatric outpatients and hospitalised anorexia nervosa 
patients. These groups are not representative of the 
general population. Extraneous variables may therefore 
account for much of the variation in findings based on such 
atypical populations.
The above difficulties are well demonstrated by 
the problems facing researchers attempting replication 
studies. Published research is generally unclear in 
defining the parameters of the population used and the 
behaviour studied.
5) Many studies are severely limited by inadequate 
design or inappropriate methodology. Treatment studies are 
frequently undertaken on an ad hoc basis without adequate 
controls or appropriate follow-up. Furthermore many 
treatment studies fail to define the severity of the
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initial symptoms nor do they specify their criteria for 
improvement. The findings of empirical surveys are also 
limited by the lack of widely accepted definitions. Also 
many studies do not clearly define their populations in 
terms of demographic vaiables to allow for accurate 
replication. Finally norms are not available concerning 
many of the variables studied for large populations with 
normal distributions of sex, weight and symptomatology.
The present study was formulated to address some of the 
above problems. To this end an empirical study of binge 
eating was designed to overcome the difficulties inherent 
in the present diagnostic systems. A large population 
was examined in order to sample bulimic behaviour from 
the least severe to the most chronic. Whilst a student 
population is not representative of the general 
population, the availability of students led to their use 
for this exploratory research. Students have also been 
used in the USA and the UK by other researchers in this 
field and the population was therefore broadly comparable 
to other studies. tHal mi et a 1 . , 1981). A fuller
justification of the use of students is provided on page 
84. Such a population also provided subjects of all 
weights and afforded an opportunity to determine norms.
It allowed data collection in a number of related areas 
including sexual behaviour, self concept and attitudes to 
weight, eating and sexuality.
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Furthermore, an equal number of male and female subjects 
allowed for a realistic appraisal of the reported sex 
differences in eating disorders.
A review of the results of previous research led to an 
expectation of the following findings in the present 
study.
1) The existence of sex differences across a range of 
variables including concern about weight, differences in 
self concept and amount of bulimic behaviour.
2) A positive correlation between the size of the 
discrepancy between perceived and ideal weight with the 
severity of bulimic behaviour. That is to say, the 
greater the discrepancy between how heavy the subject 
believes they are and how heavy they would like to be 
ideally, the more extreme and pathological the bulimic 
behaviour is likely to be.
3) A positive correlation between general concern about 
weight, eating and eating binges with an increase in the 
severity of bulimic behaviour.
4) The more severe the parameters of the binginq (.such 
as more frequent, of longer duration and in greater 
secrecy) the greater the likelihood of extreme 
pathological purgation. In addition, subjects showing 
extreme forms of purgatory behaviour are expected to show 
correspondingly high concern about their weight and 
eating behaviour.
5) Menstrual irregularities are predicted in the most 
severe examples of bulimic behaviour.
6) A positive correlation between the incidence of 
impulsive behaviour and the severity of the bulimic 
behaviour.
7) Enjoyment of the eating binge will decrease as the 
severity of the bulimic behaviour increases.
Furthermore, the awareness that the eating binges are a 
problem will increase as the enjoyment decreases.
8) Self concept will be inversely related to the 
severity of the bulimic behaviour.
9) The more extreme negative attitudes concerning 
weight and eating, the greater will be the likelihood of
severe bulimic behaviour.
10) Menstrual history and sexual behaviour will be 
related to the severity ot the purgation in the bull mi 
behaviour. However, sexual attitudes will not vary as 
the bulimic behaviour becomes more pronounced.
11) Anxiety before an eating binge, loss of control 
during the eating binge and depression following the 
eating binge are predicted for subjects using potentia 
dangerous methods of purgation.
METHOD2
2 . 1  A D D I T I O N S ! .  g l o s s a r y  a n d  d e f i n i t i o n s
M a n y  o f  t h e  t e r m s  w h i c h  w i l i  be  u s e d  i n  t h e  f o l l o w i n g  
s e c t i o n  h a v e  a l r e a d y  b e e n  d e f i n e d  i n  c h a p t e r  1 ( p p 4 - 1 3 j
H o w e v e r ,  s ome  o f  t h e  v a r i a b l e s  e l i c i t e d  f r o m  t h e  
q u e s t i o n n a i r e  r e q u i r e  f u r t h e r  e x p l a n a t i o n .  T h e s e  r e l a t e  
p r i n c i p a l l y  t o  t h e  d i f f e r e n t  m e a s u r e m e n t s  o f  w e i g h t s  
o u t l i n e d  b e l o w .  I n  a d d i t i o n ,  t h e  s e l e c t e d  d e f i n i t i o n  o f  
an  e a t i n g  b i n g e  i s  i n c l u d e d  h e r e .  T h i s  i s  b e i n g  
r e i t e r a t e d  b e c a u s e  t h e  a u t h o r  w i s h e s  t o  r e m i n d  t h e  r e a d e r  
t h a t  t h e  d e f i n i t i o n  i s  d e l i b e r a t e l y  o v e r - i n c l u s i v e  a n d  i s  
n o t  e q u i v a l e n t  t o  t h a t  d e f i n e d  b y  o t h e r  r e s e a r c h e r s  i n  
t h e  f i e l d .  T h u s  d i r e c t  c o m p a r i s o n s  o f  i s s u e s  s u c h  a s  
i n c i d e n c e  ma y  n o t  be  ma de  w i t h  o t h e r  s t u d i e s  i n  w h i c h  
d i f f e r e n t  d e f i n i t i o n s  h a v e  b e e n  a d o p t e d .  H o w e v e r ,  
c o m p a r i s o n s  a r e  ma de  a t  a l a t e r  s t a g e  r e g a r d i n g  f r e q u e n c y  
a n d  s e v e r i t y  o f  b i n g e  e a t i n g  w h i c h  ma y  a p p r o x i m a t e  m o r e  
c l o s e l y  t o  o t h e r  s t u d i e s .  T h e  o v e r - i n c l u s i v e  n a t u r e  o f  
t h e  d e f i n i t i o n  wa s  d e s i g n e d  t o  n o r m a l i s e  t h e  e x i s t e n c e  o f  
e a t i n g  b i n g e s  i n  o r d e r  t o  ma k e  s u b j e c t s  f e e l  m o r e  
c o m f o r t a b l e  wh e n  t a l k i n g  a b o u t  t h e i r  own e a t i n g  b e h a v i o u r  
a n d  t a k e s  a s  i t s  a s s u m p t i o n  t h a t  t h e  c l i n i c a l  s y n d r o m e  o f
b u l i m i a  i s  an  e x t e n s i o n  t o  e x t r e m e s  o f  a n o r m a l  b e h a v i o u r
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coupled with a pathological method of eliminating the 
effects of the eating by purgation. Thus, the range of 
behaviours from a normal healthy eatinq pattern to the 
extremes of the clinical disorder labelled "bulimia" 
could be explored. Having presented the subjects with a 
very loosely defined explanation of an eating binge, 
lqter items examine the severity, frequency, duration and 
emotional experience which the subject reports thereby 
allowing the more severe forms of the behaviour to be 
separated from the more normal pattern. In this way, 
subjects can essentially assign themselves to a clinical 
or non-clinical category by their detailed description of 
the behaviour they are experiencing.
Eating binge
This term was defined apriori in the text of the
questionnaire as follows:
"any period of overeating to a point where you 
feel uncomfortable in some way. You may feel 
physically uncomfortable or wish you hadn't eaten 
anything, perhaps you've broken a diet. it may be 
huge quantities or it may only be a little".
Verbal examples were given to subjects including
Christmas dinner, eating foods you know you are allergic to
or are too rich for you and yet being unable to say no.
Objective Weight
The objective weight of each subject was 
calculated from the height and weight questionnaire 
responses provided by each subject. Using the graph on 
figure _5 the subject was placed in one of three categories.
Figure 5 Metropolitan Life Insurance Company Tables of
hefght and weight showing cut off points used 
for overweight/under weight categories
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Those falling below the heaving line labelled 
'minimum' were placed in category 1) labelled underweight. 
Those who's weight fell between the heavy lines were placed 
in category 2) labelled normal weight. Those who fell 
above the heavy line labelled 'maximum' were allocated to 
category 3) labelled overweight. The heavy lines on 
figure 5 represent the extremes of 'healthy weight' which 
is derived from the Metropolitan Life Insurance Company 
morality rates. This represents a standard weight plus a 
minus approximately 10% for allocation to the normal weight 
category.
Ideal Weight
This concept was defined as the weight the subject 
would ideally like to be. It did not correspond to a 
healthy or a correct weight for their age and height.
Ideal weight was recorded in kilograms or pounds and then 
compared to the weight the subject had given as their 
current weight. According to the relationship between the 
subjects ideal weight and current weight the following 
three categories were defined:
1) Under present weight - where their ideal weight 
was less than their present weight
2) Same as present - where their ideal weight was the 
same as their present weight
Over present weight - where they would ideally 
like to weigh more than they do at present.
3 )
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Subjective Weight
This question was designed to examine differences 
between objective and subjective experience of weight. The 
subjective weight involved the self selection by the 
subject of one of the three categories used for the 
objective weight measure. The subject had to indicate 
whether they believed themself to be underweight, normal 
weight or overweight and tick the appropriate category on 
the questionnaire.
2 . 1 1  S U B J E C T S
Rs o u t l i n e d  on p a g e  7 7 ,  a s a m p l e  o f  u n i v e r s i t y  s t u d e n t s  
wa s  s e l e c t e d  f o r  t h i s  s t u d y  f o r  t h e  f o l l o w i n g  r e a s o n s :
1 .  L a r g e  n u m b e r s  o f  s u b j e c t s  r e a d i l y  a v a i l a b l e  o v e r  
t h e  p e r i o d  o f  s t u d y .
2 .  S u b j e c t s  w i t h i n  t h e  mo s t  f r e q u e n t l y  r e p o r t e d  a g e  
r a n g e  f o r  b u l i m i c  b e h a v i o u r  i . e .  18  -  2 2  
( F a i r b u r n  a n d  C o o p e r ,  1 9 8 2  ; G a r  f i n k e l  e t  a l . ,  
1 9 8 0 ;  R u s s e l l ,  1 9 7 9 ) .
3 .  R p o p u l a t i o n  w h i c h  i s  r e l a t i v e l y  h o m o g e n o u s  w i t h  
r e s p e c t  t o  a g e ,  e d u c a t i o n ,  l i v i n g  c o n d i t i o n s  
e t c .
4 .  S u b j e c t s  o f  b o t h  s e x e s .
5 .  R p o p u l a t i o n  a l r e a d y  u s e d  i n  s t u d i e s  w i t h i n  t h i s
f i e l d  a l b e i t  i n  o t h e r  c o u n t r i e s  s u c h  a s  t h e  USR 
a n d  t h e  U K . ( Ha 1ml  e t a 1.  , 1 9 8 1 ;  P y l e  e t a 1 . ,
1 9 8 1 )  .
5 1 1  s t u d e n t s  s t u d y i n g  a t  t h e  R u s t  r a i l  an N a t i o n a l  
U n i v e r s i t y  ( R N U )  a n d  l i v i n g  i n  c a m p u s  a c c o m m o d a t i o n  w e r e  
s u r v e y e d  f o r  t h i s  s t u d y .  R l l  t h e  s t u d e n t s  l i v e d  i n  f i v e  
o f  t h e  o n - c a m p u s  c o l l e g e s  o r  h a l l s  o f  r e s i d e n c e .  T h r e e  
o f  t h e  c o l l e g e s  w e r e  f u l l y  c a t e r e d  p r o v i d i n g  t h r e e  m e a l s  
p e r  d a y ,  t h e  r e m a i n i n g  t wo  h a l l s  o f  r e s i d e n c e  w e r e  s e l f  
c a t e r i n g  a n d  p r o v i d e d  k i t c h e n  f a c i l i t i e s .
'  8 if. c*
An a d d i t i o n a l  f i v e  h a l l s  o r  c o l l e g e s  w e r e  e x c l u d e d  f r o m  
t h e  s t u d y .  T h r e e  w e r e  e x c l u d e d  b e c a u s e  t h e y  c a t e r e d  
m a i n l y  f o r  p o s t - g r a d u a t e  s t u d e n t s .  On e  w a s  c o n s i d e r e d  
t o o  s m a l l  t o  p r o v i d e  a d e q u a t e  d a t a .  T h e  h e a d  o f  t h e  
f i n a l  c o l l e g e  w a s  i l l  a t  t h e  t i m e  o f  t h e  s t u d y  a n d  
t h e r e f o r e  c o u l d  n o t  b e  a p p r o a c h e d  f o r  h e r  p e r m i s s i o n .
T h e  5 1 1  s u b j e c t s  w e r e  ma d e  u p  o f  2 5 3  m a l e  s t u d e n t s  a n d  
2 5 8  f e m a l e  s t u d e n t s .  T h e  d i s t r i b u t i o n  b y  s e x  a n d  p l a c e  
o f  r e s i d e n c e  i s  p r o v i d e d  i n  A p p e n d i x  A .
T h e  s u b  j e c t s  r a n g e d  i n  a g e  f r o m  17  y e a r s  t o  4 8  y e a r s .
T h e  m e a n  a n d  s t a n d a r d  d e v i a t i o n  w e r e  2 1 . 2 9  +. 3 . 1 7 .
4 8  3 ( 8 4 . 5 9 6 )  o f  t h e  s u b j e c t s  w e r e  s i n g l e ,  2 6 ( 5 . 1 9 6 )  w e r e
e i t h e r  m a r r i e d  o r  i n  a d e  f a c t o  r e l a t i o n s h i p  a n d  2 ( 0 . 4 9 6 )
w e r e  d i v o r c e d .  10  o f  t h e  s u b j e c t s  h a d  a t o t a l  o f  1 4  
c h i l d r e n  b e t w e e n  t h e m ,  t h e  r e m a i n i n g  5 0 1  s u b j e c t s  h a d  n o t  
h a d  a n y  c h i l d r e n .
T h e  m a j o r i t y  o f  s u b j e c t s  w e r e  A u s t r a l i a n  c i t i z e n s .  896 
w e r e  o v e r s e a s  s t u d e n t s  s t u d i n g  i n  A u s t r a l i a .  A l l  
s u b j e c t s  r e s p o n d e d  t o  t h e  q u e s t i o n n a i r e  i n  t h e  E n g l i s h  
l a n g u a g e .
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The response rate varied from college to college 
partly due to the different methods of distribution and the 
level of personal contact with the researcher. The range 
was from 32% at College C to 83% at College E. The average 
response rate across all colleges was 54%. A total of 921 
questionnaires were given out covering approximately one 
third of all students resident in campus accommodation and 
511 returns represents slightly more than one sixth of all 
students in college accommodation.
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2 . 1 1 1  Q U E S T I O N N A I R E  DE UEL ÜPMENT
A d e t a i l e d  a c c o u n t  o f  t h e  a i m s  o f  t h e  p i l o t
q u e s t i o n n a i r e ,  t h e  d e v e l o p m e n t  o f  t h e  f i n a l  q u e s t i o n n a i r e  
a n d  o f  t h e  c o n t e n t s  i s  a v a i l a b l e  i n  A p p e n d i x  B.  P l a c i n g  
t h i s  m a t e r i a l  i n  an  a p p e n d i x  wa s  a p r a g m a t i c  d e c i s i o n  
g i v i n g  p r i o r i t y  t o  p r e s e n t i n g  t h e  r e s e a r c h  w o r k  i n  a m o r e  
s u c c i n c t  a n d  c o m m o n l y  a c c e p t e d  j o u r n a l  f o r m a t .
A r e v i e w  o f  t h e  l i t e r a t u r e  r e v e a l e d  ma n y  v a r i a b l e s  
p o s s i b l y  r e l a t e d  t o  b i n g  e a t i n g  a n d  b u l i m i c  b e h a v i o u r .  A 
q u e s t i o n n a i r e  wa s  d e s i g n e d  e x p l o r i n g  t h e s e  v a r i a b l e s  a n d  
w a s  a d m i n i s t e r e d  a s  a p i l o t  s t u d y  t o  5 9  s u b j e c t s .
A l l  t h e  s u b j e c t s  i n  t h e  p i l o t  s t u d y  w e r e  u n d e r  g r a d u a t e  
p s y c h o l o g y  s t u d e n t s  s t u d y i n g  a t  ANU a n d  c a n  t h e r e f o r e  be  
a s s u m e d  t o  be  b r o a d l y  c o m p a r a b l e  t o  t h e  f i n a l  s a m p l e  o f  
ANU s t u d e n t s  p a r t i c u l a r l y  i n  t e r m s  o f  d e m o g r a p h i c  
v a  r l ab  1 e s  .
T h e  p i l o t  s t u d i e s  w e r e  u n d e r t a k e n  i n  o r d e r  t o  m i n i m i s e  
a m b i g u i t y ,  i n c r e a s e  c l a r i t y ,  a s s e s s  t h e  b e s t  o r d e r  a n d  
w o r d i n g  f o r  i t e m s  t o  a v o i d  a c c i d e n t a l  o m i s s o n s  a n d  t o  
g u a g e  t h e  l e n g t h  o f  t i m e  r e q u i r e d  f o r  c o m p l e t i o n .  T h e  
p i l o t  s t u d i e s  w e r e  n o t  s t a t i s t i c a l l y  e x a m i n e d .
The final version of the questionnaire contained 62 
variables covering 13 broad areas possibly related to 
binge eating and bulimic behaviour. From the respondents 
point of view, the quest 1 onna 1 re was divided into 4 
sections. A full list of the variables examined is 
provided in Table 6.
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2.IV PROCEDURE
Subjects were approached through their hall of 
residence. Full details of the procedure used in each 
college are available in Appendix B.
Participation was voluntary and anonymous. All 
subjects were presented with a standardised set of 
instructions (see Table 7) prior to completion of the 
questionnaire and were fully debriefed following collection 
of the questionnaires (see Appendix C) .
Subjects were not offered any monetary reward nor 
academic credit points however confectionaries were 
available to all participants from a large jar on the 
collection table. This served two purposes. Firstly it 
attracted subjects to the table to increase the number of 
participants. Secondly it helped to relax subjects and 
reduce anxiety about filling in a very personal 
qustionnaire.
The differences in return rates are shown in 
Appendix A and can be largely accounted for by the 
different methods of distribution and collection of 
questionnaires employed in the various colleges (see 
Appendix B).
Table 7
Standardised instructions given- to all students accepting a
questionnaire.
1. This questionnaire is completely anonymous you 
will not be contacted at a later stage nor will 
you be identified in any way.
2. Please answer all questions, especially the 
personal ones, as honestly as you can.
3. Please do not guess your weight and height, check 
them first.
4. The questionnaire can be returned at the following 
times to this table (various times depending on 
the College). It can also be returned at any time 
in the internal mail envelope provided. This can 
be posted in your departmental office or (various 
locations of college mail box).
5. Group results will be sent to your hall or college 
as soon as they are available.
- -
3. RESULTS
Binge eating and bulimia are considered to be mainly a 
female problem, and, in the clinical extreme, many more 
females than males present for treatment (Ha 1m 1 et a 1. , 
1931; Ulermuth et a 1 . , 1977). The primary purpose of this
research was to explore female attitudes to weight, their 
involvement in eating binges and their use of weight 
control techniques. However, as previous research 
predicted sex differences across a range of the variables 
explored in the qustlonnaire (Edelman, 1981; Pyle et a 1. , 
1983; Uardle, 1980), a subsidiary aim of the study was to 
explore these sex differences further. As a result, a 
preliminary analysis of the frequency of responces was 
carried out for male and female subjects separately. The 
possibility that the male data would in some cases 
enhance the significance of the female data and in other 
cases obscure it led to the exclusion of the male data 
from the main body of the analysis.
Three analyses were carried out.
1. Frequency analysis to provide descriptive information 
of results and to examine male and female sex 
differences.
2. Examination of the hypotheses presented in Chapter IX 
(see pages 77 - 79). Cro s s t a b u 1 at lons and 
correlational data was collected to establish the 
results of each of the hypotheses for female data 
only.
3. Qualitative examination of the results concerning 
data which was not stat 1st 1 ca 1 1y examined.
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In addition a series of scales for composite 
measures were developed and are shown in appendix E.
3.1. Descriptive Frequency Analysis showing Sex Differences
Each section discussed in the methodology (see 
Table 6 page 87 ) was analysed individually in order to
maintain clarity, (for d e t a i l e d  C h i 2 r esu l ts  see Append ix  14 )
1) Demographic Characteristics
None of the demographic variables collected showed 
significant sex differences. Scores obtained reflected a 
student population rather than a more general population.
The average subject was just over 21 years of age, single 
and had no children. Table 8 contains a summary of the 
demographic characteristics of the sample.
Table 8 - Summary of demographic characteristics
Variable Response All subjects Male Female
No. of Respondents 511 253 258
Age (years) Mean 21.3 21.7 20.9S . D. 3.7 3.8 3.5
Marital Status Single % 94.5 94.2 94.6Defacto % 2.2 2.4 1.9Married % 2.9 3.2 2.7Divorced % 0.4 0 0.8
No. of children Total 14 7 7No. of parents 10 5 5
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2) Weight History
Significant sex differences were found across all 
the weight history variables. Male subjects were less 
likely to be objectively overweight than female subjects. 
Subjectively male subjects were more accurate in judging 
their weight, female subjects were significantly more 
likely to wrongly categorise themselves as overweight.
Male subjects wished to be heavier or lighter in the same 
proportions whereas female subjects overwhelmingly wished 
to weigh less (84.6%). Weight fluctuations were less 
distinct between the sexes, male subjects had a slightly 
lower mean but a larger range than female subjects.
A summary of the results from the weight history 
section of the questionnaire is included in Table 9. 
Significant sex differences are recorded in the final 
column.
Table 9 - Summary of the weight histories of male and female 
subjects
Variable Response All subjects Male Female
Objective weight % Underweight 19.2 24.3 14.1Normal weight 62.2 62.6 62.0Overweight 18.6 13.2 23.9
Ideal weight Under present 
weight 60.8 35.0 84.6Same as present 17.3 25.5 9.1Overweight 20.9 35.5 6.3
Subjective weight Underweight 14.2 23.7 4.7Normal weight 49.8 58.5 41.1Overweight 36.0 17.8 54.3
Weight Mean (kg) 7.28 7.16 7.3'fluctuations S . D . 4.023 4.50 3.6
3) Parameters of the Eating Binge
In general sex differences were not significant 
across the parameters of the eating binge. However the 
results suggest that female subjects binge eat more 
frequently but for a shorter length of time than male 
subjects. Female subjects are less likely to confine their 
binge eating to a specific time of day and are more likely 
to binge eat exclusively in their own home than male 
subjects. The majority of female subjects binge eat alone 
(55.9% always or mostly alone). The majority of male 
subjects on the other hand tend to binge eat with other 
people (53.4% seldom or never alone). Table 10 contains a 
summary of the variables included in the binge eating 
parameters section of the questionnaire.
Table 10 - Summary of results concerning the paramaters of 
the eating binge for male and female subjects.
Variable Response All subjects Male Female
Fr equency Plus 1 per week 44.1 41.1 49.0
Plus 1 per month 47.2 50.2 46.7
Less often 8.8 8.6 4.3
Duration Less than 1 hour 70.5 68.5 72.4
1-2 hours 14.4 15.1 13.8
Longer 15.1 16.4 13.7
Time of day Morning 4.8 4.6 5.1
Aft ernoon 23.1 21.9 24.2
Evening 26.1 31.5 21.1
Various times 46.0 42.0 49.6
Place (location) At home 41.5 37.0 45.6
Outside 8.5 9.6 7.4
Various places 50.0 53.4 46.9
Companionship Always alone 11.8 8.9 14.5
Mostly alone 39.6 37.7 41.4
Seldom alone 32.1 33.1 31.3
Never alone 16.5 20.3 12.9
Note - Results were collapsed into convenient categories. Full 
resülts available in appendix F.
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4) Problem Behaviour
As this section contained a wide variety of 
measures it will be considered in two parts.
a ) Binge eating viewed as a problem or as an enjoyable 
event.
A significantly higher proportion of female 
subjects believed their binge eating to be a problem and 
not enjoyable. Many subjects showed ambivalent feelings 
towards their binge eating stating that it was a problem 
but also enjoyable or that the eating binge was sometimes 
but not entirely enjoyable. Sex differences were found in 
the reasons for the binge eating being a problem. 
Significantly more female subjects reported that their 
eating binge was a problem because of a concern regarding 
their weight. The most frequent response by male subjects 
was a concern about the unhealthiness of the binge eating. 
Only 10 subjects, all female, intimated that the binge 
eating was a problem because it was "not normal".
These results are summarised in Table 11.
Table 11 - Binge eating as an enjoyable event or a problem.
Var iable Response All subjects Male Female
Is the Binge % Yes 29.3 16.3 41.8
eating a problem % No 70.7 83.7 58.2
Is it enjoyable % Yes 73.4 81.0 66.4% No 16.2 11.0 21.1
% Sometimes 10.3 8.0 12.5
Problem because % Yes 19.2 6.6 31.8of weight % No 80.8 93.4 68.2
Problem because % Yes 16.6 12.0 21.2unhealthy % No 83.4 88.0 78.8
Problem because % Yes 9.8 7.8 11.8of expense % No 90.2 92.2 88.2
Problem because % Yes 2.0 0.0 4.0not normal % No 98.0 100.0 96.0
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b) Relative Concern about eating binges, weighty looks and 
sexuality
Male subjects tended to worry most about their 
sexuality and least about their eating binges relative to 
other people. Female subjects on the other hand worried 
most about their looks and least about their sexuality. 
Highly significant sex differences were found concerning 
relative worry about eating binges and weight. The 
majority of male subjects believed that they worried less 
than other people about their eating binges (72.5%) and 
about their weight (58.8%).
A summary of the four questions covering relative 
worry are included in Table 12.
Table 12 - Subjective appraisal of worry concerning eating 
binges, weight, looks and sexuality.
Variable Response All subjects Male Female
Worry about More than others 16.4 9.6 22.7
eating binges The same 28.4 17.9 38.3
Less than others 55.2 72.5 39.1
Worry about your More than others 26.5 18.0 34.9
weight The same 29.3 23.2 35.3
Less than others 44.2 58.8 29.9
Worry about your More than others 33.5 28.1 38.8
looks The same 47.1 50.8 43.4
Less than others 19.4 21.1 17.8
Worry about More than others 24.2 29.7 18.7
sexuality The same 50.1 48.2 52.0
Less than others 25.7 22.0 29.3
Note Categories have been collapsed above and below the mid 
point. For full results see Appendix p .
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5) Action Taken
Responses were analysed according to the following 
four categories.
1. Do not binge eat
2. Binge eat, do not worry and take no action
3. Binge eat, worry and take safe action
4. Binge eat, worry and take potentially
dangerous action.
Significant sex differences were found across the 
four categories. Male subjects tended to worry less and 
were less likely to take potentially dangerous action if
they did worry than female subjects. The very low figures
found in the 'do not binge eat' category reflect the 
over inclusive nature of the definition of binge eating 
provided to all subjects (see page 81).
Table 13 contains a summary of the action taken by 
subjects and also provides a breakdown of the type of 
potentially dangerous action taken.
Table 13 - Type of Action Taken showing breakdown of 
Potentially Dangerous Action
Response
Category
Option Total 
(511) a
Male 
( 253)
Female 
( 258)
1. Do not binge eat 2.9%
(15)
5.0%
(14)
0.4%
(1)
2. Binge eat, do not worry 42.7%
(217)
62.0%
(152)
2 5.2% 
(65)
3. Binge eat, worry, 
do something safe
34.8%
(197)
25.2%
(66)
44.0%
(113)
4. Binge eat, 
something
worry, do
potentially dangerous
19.6%
(102)
8.8%
(21)
30.4%
(81)
Diet aid pills 6.8%
(35)
0.8%
(2)
12.8%
(33)
Laxative abuse 4.9%
(25)
1.5%
(4)
8.0%
(21)
Self-induced 
vomiting
5.1% 
( 26)
1.5%
(4)
8.3%
(22)
Fasting 14.1%
(72)
5.0%
(13)
22.9%
(59)
Note - Column percentages exceed 100% beyond 
multiple responses.
a(n ) figures in brackets represent number of
category 4 
subjects
due to
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The specific type of potentially dangerous action 
taken also differed between the sexes. This can be seen 
from the last 4 rows of Table 13 which shows the responses 
of the 21 male subjects and the 81 female subjects who 
indicated that they had taken some potentially dangerous 
action. As would be expected, male subjects were 
significantly less likely to take diet aid pills, however 
laxative abuse, self induced vomiting and fasting were only 
slightly more prevalent in females than in males. Of the 
21 male subjects only two indicated that they had used two 
potentially dangerous methods of weight control. The 
remaining 19 subjects only used one potentially dangerous 
method each. Female subjects on the other hand gave an 
average of 1.7 dangerous methods per person. This 
represented a bi-modal distribution of either one response 
(generally fasting) given by 34 subjects or. of three 
responses given by the majority of the remaining 47 
subjects. This suggests that once a female subject has 
become worried enough about their weight to take one 
potentially dangerous action they will generally try 
several methods.
A total of 16.3% of female subjects reported 
laxative abuse and/or self induced vomiting compared to 
only 3% of male subjects. The most frequently reported 
potentially dangerous action for both male and female 
sub3ects was fasting.
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6) Menstrual History
A summary of data concerning menstrual history is 
available on Table 14. Data was collected for female 
subjects only. The average subject began menstruating at 
12.8 years of age, has regular periods and tends to use 
internal sanitary protection.
Table 14 - Summary of data on menstrual history females only
Variable Response Females
Age of Menstruation Mean 12.8 years
S .D. 1.4
Regular Menstruation Yes (%) 87.1
No ( % ) 12.9
Type of sanitary External pads 25.7
protection Internal tampons 48.2
Both 26.1
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7) Sexual History
The first three variables in this section 
concerning abortions, and contraceptive pill useage were 
applicable to female subjects only. These results were 
summarised in Table 15. The average subject had not had an 
abortion and had used the contraceptive pill for an average 
of 2.4 years.
Table 15 - Data on abortions and contraceptive pill useage
Variable Response Females
Abortion Yes 4.7%
No 95.3%
Contraceptiv e Y es 38.9%
Pill usage Not anymore 18.7%
Never 42.4%
Length of time on Mean 2.392 years
Contraceptive Pill S.D. 2.391 years
No significant sex difference was found concerning 
the subjects age at first sexual intercourse however a 
larger percentage of female subjects were virgins at the 
time of study. Female subjects also tended to have had 
fewer sexual partners in the last three months but to have 
had sexual intercourse more regularly. The typical female 
subject studied was frequently a virgin however if they had 
had sexual intercourse then they tended to be in a monogamous 
sexual relationship and to have sexual intercourse at least
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once a week. Male subjects were less likely to be virgins 
however, if they have had sexual intercourse they were 
typically split into two groups. One group had a steady 
sexual partner and had sexual intercourse at least once a 
week. The other group experienced several sexual partners 
but generally had less frequent sexual intercourse.
Sexual data is summarised on Table 16
Table 16 - Sexual History summary of Results
Variable Response All subjects Male Female
Age of first Mean 17.7 17.6 17.8
sexual intercourse S.D. 2. 5 2.8 2.1
% virgins 31.9 24.7 38.4
Fr equency of + 1 per week 33.8 33.0 34.4
sexual intercourse - 1 per week 23.4 30.2 17.6
in last 3 months never 42.8 36.8 48.0
Number of sexual 0 42.7 38.2 47.8
partner s in last 1 39.1 37.9 40.8
3 months 2-3 12.8 15.5 10.1
mor e 5.4 8.4 1.3
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8) Impulsive Behaviour
Since relatively few subjects had had impulsivity 
problems, sex differences are not marked. Female subjects 
were more likely to report suicide attempts than male 
subjects however suicidal thoughts were the same for both 
sexes. No sex differences were found for help with alcohol 
problems, gamling problems or shoplifting problems although 
male subjects reported all these behaviours at a slightly 
higher frequency. Significant differences were found 
between male and female subjects for prevalence of sexual 
problems. Male subjects reported a higher frequency of 
sexual problems (12.1%) than female subjects (7.8%). This 
may be due in part to the higher frequency of virginity 
among female subjects.
Table 17 contains a summary of the data on 
impulsive behaviours.
Table 17 - Summary of presence of impulsive behaviour problems
Variable Response All subjects Male Female
Suicidal Yes % 20.0 19.8 20.2
thoughts No % 80.0 80.2 79.8
Suicidal Yes % 4.2 2.4 5.8
attempt No % 95.8 97.6 94.2
Alcohol-Help Yes % 2.7 3.2 2.4
No % 97.3 96.8 97.6
Gambling-Help Yes % 0.7 1.2 0.4
No % 99.3 98.8 99.6
Shoplifting-Help Yes % 3.2 4.0 2.4
No % 96.8 96.0 97.6
Sexual Problem- Yes % 9.5 12.1 7.8
Help No % 90.5 87.9 92.2
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9) Self Concept
Male and female subjects did not differ 
significantly on items relating to self concept. There 
were significant sex differences however on the item 'I am 
fat'. As can be seen in the scale development (see Appendix 
E) this item relates more closely to attitudes to eating
and does not adequately reflect self concept. Table 18
contains a summary of the data on self concept statements.
Table 18 - Summary of Attitudinal Statements Relating to Self
Concept
Variable aResponse All subjects Male Female
I am a good Agree 94.4 93.1 95.7
person Disagree 5.6 6.9 4.3
I like myself Agree 91.3 92.0 90.7Disagree 8.7 8.0 9.3
I am fat Agree 36.1 18.7 53.1
Disagree 63.9 81.3 46.9
I am ugly Agree 14.9 12.7 17.1
Disagree 85.1 87.3 82.9
a Responses have been collapsed above and below the mid point.
For full results see Appendix F.
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10) Attitudes to Weight
The majority of subjects regardless of their sex 
felt that keeping slim was important. Most subjects 
disagreed with the statement 'no one likes fat people'. 
However 60.8% of male subjects and 48.3% of female subjects 
agreed that 'fat people are ugly'. Information on 
attitudes to weight are summarised on Table 19.
Table 19 - Summary of attitudinal statements regarding weight
Variable aResponse All subjects Male Female
Fat people Agree 54.4 60.8 48.3
are ugly Disagree 45.5 39.2 51.7
Looks are Agree 81.0 83.4 78.6
important Disagree 19.0 16.6 21.4
It is important Agree 81.6 80.2 82.9
to keep slim Disagree 18.4 19.8 17.1
No one likes Agree 11.9 12.7 11.2
fat people Disagree 88.1 87.3 88.8
a Responses have been collapsed above and below the mid point.
For full results see Appendix F.
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11) Attitudes to Eating
Female subjects were more likely to dislike other 
people seeing them eat and to feel good when their stomach 
was empty than male subjects. No sex differences occurred 
concerning enjoyment of eating or dislike of having a meal 
with friends. This information is summarised in Table 20.
Table 20 - Summary of Attitudinal Statements concerning eating
Variable aResponse All subjects Male Female
I enjoy eating Agree
Disagree
98.8
1.2
98.8
1.2
98.8
1.2
I dislike having 
a meal with 
friends
Agree
Disagree
4.1
95.9
4.0
96.0
4.3
95.7
I don't like 
other people 
seeing me eat
Agree
Disagree
12.5
87.5
9.1
90.9
15.5
84.5
I feel good when 
my stomach is 
empty
Agree 
Disagr ee
30.8
69.2
20.1
79.9
41.4
58.6
a Responses have been collapsed above and below the mid point. 
For full results see Appendix F.
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12) Sexual Attitudes
The sexual attitudes examined did not differ 
significantly between male and female subjects. Both 
groups showed some ambivalence over the statement 'I feel 
embarrassed talking about sex' as might be expected given 
the relatively large percentage of subjects with no sexual 
experience. Virtually all subjects agreed with the 
statement 'sex is healthy and natural' although many 
subjects wrote 'within marriage' beside their response.
Male and female subjects differed slightly in the extent of 
their disagreement with the statement 'I don't think about 
sex'. Male subjects tended to disagree more strongly than 
female subjects with respect to this statement. The 
results from this section are summarised in Table 21.
Table 21 - Summary of Attjtudinal Statements regarding 
Sexuality
Variable aResponse All subjects Male Female
I feel embarrassed Agree 33.1 34.5 31.8
talking about sex Disagree 66.9 65.5 68.2
Sex is healthy Agree 98.4 97.6 99.2
and natural Disagree 1.6 2.4 0.8
I don't think Agree 5.5 3.2 7.8
about sex Disagree 94.5 96.8 92.2
a Responses have been collapsed above and below the mid point.
For full results see Appendix F.
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13) Subjective Experience of the Eating Binge
Female subjects were significantly more likely to 
feel out of control during an eating binge, depressed after 
an eating binge and to eat because they were anxious. The 
largest sex difference occurred in the case of feeling 
depressed after an eating binge. Female subjects agreed 
with that statement twice as frequently as male subjects. 
Differences were even more pronounced in terms of degree of 
agreement, with female subjects agreeing more strongly than 
male subjects. These results are summarised in Table 22.
Table 22 - Summary of results concerning the subjective 
experience of an eating binge
Variable aResponse All subjects Male Female
I feel out of Agree 40.8 31.4 4 S' 6
control on an 
eating binge
Disagree 59.2 68.6 50.4
I feel depressed Agree 44.3 28.6 58.8
after an eating 
binge
Disagree 55.7 71.4 41.2
Feeling anxious Agree 52.1 45.0 58.9
makes me want to 
eat
Disagree 47.9 55.0 41.1
a Responses have been collapsed above and below the mid point. 
For full results see Appendix F.
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3.II. Hypothesis
The second analysis carried out on the data was 
designed to examine each of the hypotheses laid out in 
chapter I.X (see pages 77-79). A series of composite
Scales were developed on an apriori basis and 
grouped as follows:
1. Scale 1 Concern1 measuring the amount of relative 
worry each subject has concerning eating binges, 
weight, looks and sexuality (Questionnaire pp4-5, 
nos 12-15) .
2. Scale 'Self concept1 consisting of 3 attitudinal 
statements measuring the subjects concept of 
themself (questionnaire pp7-9, nos 1, 8, 18).
3. Scale 'Weiatt'  measuring the subjects attitude to 
weight through 4 attitudinal statements 
(questionnaire pp7-9, nos 2, 6, 10, 15).
4. Scale 1Eatatt' measuring the subjects attitude to 
eating through 4 attitudinal statements 
(questionnaire pp7-9, nos 7, 9, 13, 14).
5. Scale 1Sexatt' measuring the subjects attitude to 
sexuality through 3 attitudinal statements 
questionnaire pp8-9, nos 4, 11, 16).
6. Scale 1Subex1 measuring the subjective experience 
of the eating binge through 3 attitudinal 
statements questionnaire pp8-9, nos 5, 12, 17).
The development and reliability analysis of these 
scales are available in appendix E. Hereafter the scale 
now underlined above will be used to analyse results.
Hypothesis 1)
Concerned sex differences which have already been 
shown in Chapter 3.1 (see pages ^ 0-105) .
Analysis of the remaining hypotheses were 
conducted for female subjects only.
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Hypothesis 2)
A subgroup of subjects were selected if they met 
the following criteria:
Objective weight = 2 - normal weight
Subjective weight = 3 - over weight
Ideal weight = 1 - below present weight.
This subgroup represented subjects who fulfilled 
the extreme of the triangular relationship (see figure 4 
pp78) discussed in section I. This subgroup was then 
compared in a crosstabulation with subjects who had other 
combinations of the three weight variables. The results 
are shown on Table 23. As can be be seen a pattern has 
emerged with the subjects from the subgroup being 
significantly were likely to take dangerous purgatory 
action than the other group. (Chi square — 10.866 with 2 
degrees of freedom, p = 0.004).
Table 23 - Crosstabulation of action taken by weight subgroups.
Weight group
High risk 
weight 
combination
Other
combination
Action
Taken
Something
potentially
dangerous
35.1 28.7 D ii -j V£>
something 
saf e
53.2 39.8 n=ll 3
Don't worry 11.7 30.9 n=65
n = 7 7 n=l 81
Note Figures shown are column percentages.
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Hypothesis 3)
A positive correlation was predicted between 
general concern about weight, eating, eating binges and 
sexuality with increasingly severe bulimic behaviour.
General concern is represented by the scale * Concern' (see 
Appendix E) and the severity of bulimic behaviour is 
represented by the action taken to combat weight gain from 
binge eating episodes. A crosstabulation of these two 
variables was performed (see Table 24). As can be seen the 
level of general concern was reflected in the severity of 
bulimic behaviour. High concern was significantly more 
likely to result in potentially dangerous methods of 
purgation (Chi = 41.38 with 4 degrees of freedom, p = 
0.0000) .
Table 24 - Crosstabulation of action taken by level of scale 
1 Concern'
Level of concern
Level High Medium Low
Action Potentially
Taken dangerous 49.4 40.5 10.1 n=79
Saf e 32.7 47.8 19.5 n=ll 3
Don't worry 9.2 43.1 47.7 n= 6 5
n=82 n=114 n=61
Note Figures shown are row percentages.
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Hypothesis 4)
A positive correlation was hypothesised between 
frequency, duration and secrecy of the eating binge and the 
level of bulimic behaviour as measured by the purgatory 
action taken.
Crosstabulations are shown for action taken by 
frequency (see Table 25), duration (see Table 26) and 
secrecy (see Table 27). As can be seen from Table 25 a 
correlation was found between the severity of the bulimic 
behaviour (action taken) and the frequency of binge 
eating. (Chi2 = 31 with 12 degrees of freedom, p<C.01).
Table 25 - Crosstabulation of Action Taken by Frequency of
Eating Binges
Level of concern
Level
1 per week 
or more 
High
1 per 
month 
Medium
Less
Often
Low
Action
Taken
Potentially
Dangerous
63.5 26.6 10.1 n=79
Safe 52.3 27.9 19.8 n=l 11
Don't worry 26.2 38.5 35.4 n= 6 5
n = l 25 i"~iic n=53
Note Figures shown are row percentages.
Differences in frequency exist principally between 
subjects who do something safe or something potentially 
dangerous as opposed to doing nothing at all (Chi = 
with 4 degrees of freedom, p<.0001 ).
23.5
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In the case of action taken by duration (see Table 
26), no clear relationship between length of time an eating 
binge lasts and the type of action taken exists (Chi^ =
4.8 with 4 degrees of freedom, p>.05).
Table 26 - Crosstabulation of action taken by duration of 
the eating binge
Duration
Up to 
30 mins 
Short
Up to 
2 hours 
Medium
Longer
Long
Action
Taken
Potentially
Dangerous
51.3 29.5 19.2 n = 7 8
Saf e 61.3 27.0 11.7 n = l 13
Don't worry 52.3 36.9 10.8 n = 6 5
n=l 42 n= 58 n=54
Note Figures shown are row percentages.
No clear relationship was found between the 
secrecy of the binge eating behaviour and the action taken 
(Chiz = 12.03 with 6 degrees of freedom, p>.05).
Table 27 contains a summary of the results.
Table 27 - Crosstabulation of action taken by companionship 
demonstrating level of secrecy of binge eating 
Companionship
Generally
Alone
Generally 
with others
Action
Taken
Potentially
Dangerous
50.8 49.2 n = 7 9
Saf e 60.8 39.2 n = l 12
Don't worry 53.1 46.9 n = 6 5
n = l 4 3 n = l 13
Note Figures shown are row percentages.
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Hypothesis 5)
This hypothesis predicted menstrual irregularities 
in the most severe cases of bulimic behaviour. The 
subjects who have menstrual irregularities should therefore 
fall into the ‘potentially dangerous action taken' group 
at a significantly higher than chance level. Table 28 shows 
this to be the case. Of a total of 33 subjects who reported 
menstrual irregularities, 19 were taking potentially 
dangerous action to combat their eating binges. This is a 
significantly higher level than subjects who fell into 
other groups (Chi = 12.798 with 2 degrees of freedom, 
p=0.0017).
Table 28 - Crosstabulation of action taken by menstrual 
regularity
Menstruation regularity
Action
Taken
Regular Irregular
Potentially 75.9 24.1
Dangerous
Saf e 91.1 8.9
Don't worry 93.8 6.3
n = 222 n = 3 3
n = 7 9 
n = l 12
n = 64
Note Figures shown are row percentages.
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Hypothesis 6)
It was predicted that the level of impulsive 
behaviours would increase as the severity of the bulimic 
behaviour increased. Since so few of the subjects reported 
each of the impulsive behaviours, all four categories were 
grouped together. A total of 23 subjects reported problems 
with one or more of the following impulsive behaviours.
1. Suicide attempts
2. Alcohol problems
3. Gambling problems
4. Shoplifting problems
The measure used for the severity of the bulimic 
behaviour was the ’action taken' variable. Table 29 shows 
the crosstabulation for the high risk impulsive group 
against the low risk non impulsive group by the action 
taken. As can be seen, the high risk impulsive group were 
significantly more likely to be taking some potentially 
dangerous action to combat their eating binges than the low 
risk non impulsive group. (Chi2 = 7.92 with 2 degrees of 
freedom, p=0.019). Thus a relationship does exist showing 
a positive correlation between impulsive behaviour and 
potentially dangerous purgation.
Table 29 - Crosstabulation of action taken by level of 
impulsiveness
Impulsiveness
Impulsive Non impulsive
Behaviour Behaviour
Subqroup Subgroup
Action Potentially 16.5 83.5
Taken Dangerous
Safe 5.3 94.7
Don't worry 6.2 93.8
n = 2 3 n=234
Note Figures shown are row percentages.
= 79 
= 113 
= 65
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Hypothesis 7)
Enjoyment of the eating binge was predicted in an 
inverse relationship with perception of the eating binge as 
a problem and the severity of the action taken. 
Crosstabulations were carried out on the enjoyment of the 
eating binge with the action taken (see Table 30) and on 
the perception of the eating binge as a problem with the 
action taken (see table 31).
With regard to the former, it can be seen that as 
the enjoyment decreases the percentage of respondents 
taking potentially dangerous action increases. It is also 
interesting to note the increase in ambivalent responses 
(Yes and No) for the dangerous action group. The inverse 
relationship between enjoyment and severity of eating 
binges was significant at the 0.001 level (Chi^ = 25.82 
with 2 degrees of freedom, p = 0.0000).
Table 30 - Crosstabulation of action taken by enjoyment of 
the eating binge
Are the Eating binges enjoyable?
Yes No Yes 
& No
Action Potentially 46.8 35.4 17.7 <T\!■"-IIc
Taken Dangerous
Safe 68.8 18.7 12.5 n=112
Don't worry 86.2 7.7 6.2 n=65
n = l 70 mllc n=32
Note Figures shown are row percentages.
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A total of 107 female subjects believed that their 
binge eating was a problem. A significantly larger 
percentage of these subjects were taking potentially 
dangerous action to combat their eating binges as opposed 
to the number who were doing something safe or who were not 
worried. Table 31 shows the crosstabulation and clearly 
demonstrates that subjects who stated that binge eating was 
a problem are significantly more likely to do something 
potentially dangerous about it. (Chi2 = 55.17 with 2 
degrees of freedom, p = 0.0000).
Table 31 - Crosstabulation of action taken by perception of 
the eating binge as a problem
Is the binge eating a problem?
Yes No
Action Potentially 64.6 35.4
Taken Dangerous
Safe 47.3 52.7
Don't worry 4.6 95.4
n = l 07 n = l 49
Note Figures shown are row percentages.
In order to fully determine that the type of
action taken is positively correlated with perception of
the eating binge as a problem and inversely related to 
enjoyment of the eating binge, a subgroup of subjects who 
had indicated that they regarded their binge eating as a 
problem and who had also stated that they did not enjoy
n = 79 
n = l 12 
n = 65
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their eating binges were compared to subjects who had given 
other combinations of answers. The latter group were 
designated 'low risk' of bulimic behaviour and the former 
as 'high risk' of bulimic behaviour. Table 32 shows the 
crosstabulation of these two groups with action taken. 
Although only a small proportion of subjects fulfilled the 
high risk criteria, significantly more of them fell in the 
'potentially dangerous action' group. It is interesting to 
note that no high risk subjects fell into the 'don't worry' 
action taken group. Differences between the high and low 
risk groups with the action they had taken was significant 
at the 0.000 level (Chi2 = 19.45 with 2 degrees of 
freedom, p = 0.0001).
Table 32 - Crosstabulation of action taken by high risk
subjects compared to other responses
'Bulimia risk'
'High Risk' 'Low Risk'
Action
Taken
Potentially
Dangerous
25.3 74.7 CT>r"-IIC
Safe 13.3 86.7 n = 113
Don't worry 0.0 100.0 n= 6 5
n= 3 5 n = 222
Note 1 'High risk' 
plus 'Yes' 
'Low risk'
= 'No' response to enjoyment of eating 
response to binge eating as a problem 
= All other subjects
binges
Note 2 Figures shown are row percentages.
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Hypothesis 8)
Self concept was expected to decrease as the 
severity of the bulimic behaviour increased. The scale 
'self concept' was used as a measure of self concept 
although the lack of discrimination of this scale makes its 
validity uncertain (see Appendix E). A crosstabulation of 
'self concept' with action taken is given in Table 33. As 
can be seen there is a slight relationship, however, this 
is not significant at the .05 level (Chi^ = 7.81 with 4 
degrees of freedom, p = 0.098). The relationship shown 
suggests that a more accurate and discriminating measure of 
self concept may be more strongly correlated with the type 
of action taken. As the self concept becomes more negative 
the action taken would be expected to become more severe 
and potentially dangerous.
Table 33 - Crosstabulation of action taken by scale 'Self
Concept'
Self concept scale
Negative Neutral Positive
Action
Taken
Potentially 
Dangerous
8.9 55.7 35.4
Safe 6.2 46.9 46.9
Don't worry 6.2 35.4 58.5
00rHIIc n = l 20 n=119
Note Figures shown are row Dercentages.
n = 7 9
n=l 13 
n= 6 5
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Hypothesis 9)
A) Attitude to Weight
Negative attitude to weight was expected to 
correlate with potentially dangerous action taken as a 
measure of the severity of the bulimic behaviour.
Attitudes to weight were assessed by the scale 'Weiatt*
(see Appendix E). This was found to be a reliable measure 
of attitude towards weight, looks and fatness.
A crosstabulation was carried out between the 
composite score obtained on the scale 'Weiatt' and the 
action taken and is shown on Table 34. As can be seen, a 
negative attitude to weight is significantly more likley to 
coincide with potentially dangerous action taken. (Chi2 
= 19.45 with 4 degrees of freedom p=0.0006).
Table 34 - Crosstabulation of action taken by scale 'Weiatt*
Scale 'Weiatt'
Negative Neutral Positive
Action
Taken
Potentially
Dangerous
36.7 54.4 8.9
Saf e 17.7 62.8 19.5
Don't worry 10.8 63.1 26.2
n = 56 n=l 55 n=4 6
Note Figures shown are row percentages.
n = 7 9
n = l 13
n = 65
118
B) Attitude to Eating
Attitudes to eating were expected to vary in the 
same way as attitudes to weight in their relationship to 
action taken. As the eating attitudes become more negative 
the action taken will become more severe or potentially 
dangerous. As the action taken becomes less severe the 
eating atitudes will become more positive. Attitudes 
towards eating were assessed by the scale - 'Eatatt' (see 
Appendix E). The severity of bulimic behaviour was 
measured by the action taken variable.
A crosstabulation was carried out between eating 
attitudes and action taken and is shown on Table 35. As 
can be seen the predicted relationship emerged. A negative 
attitude to eating was significantly more likely to 
coincide with potentially dangerous action taken. (Chi 
= 41.1 with 4 degrees of freedom, p=0.0000). However, it 
should be noted that relatively few people held strongly 
negative attitudes to eating. A more sensitive scale might 
highlight the observed differences.
Table 35 - Crosstabulation of action taken by scale 'Eatatt1
Scale 'Eatatt'
Negative Neutral Positive
Action Potentially 17.7 65.8 16.5 n=79
Taken Dangerous
Safe 3.5 69.0 27.4 n=l 13
Don't worry 6.2 35.4 58.5 n=65
n = 22 n=l 53 n=82
Note Figures shown are row percentages.
119
Hypothesis 10)
A relationship between menstrual protection and 
sexual history with severity of bulimic behaviour was 
expected. No differences were however found on any of the 
menstrual or sexual questions across the different groups 
of action taken. The exception being menstrual regularity 
(see Hypothesis 5 page 79 ). Sexual attitudes were not
anticipated to be in a relationship with action taken and 
none was found. The sexual and menstrual protection 
differences noted in the literature applied specifically to 
anorexia nervosa subjects with varying degrees of bulimic 
behaviour and since the present sample does not 
differentiate between levels of anorexia nervosa, this may 
account for the lack of differences found across these 
variables.
Appendix G contains full crosstabulations of the 
menstrual protection and sexual attitude and behaviour with 
action taken.
Hypothesis 11)
Subjects using potentially dangerous methods of 
purgation were expected to subjectively experience anxiety 
before an eating binge, loss of control during an eating 
binge and depression following an eating binge. The level 
of subjective experience of an eating binge was measured 
using the scale 'Subex' (see Appendix E). The scale was 
divided into high, medium or low reports of anxiety, loss 
of control and depression.
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A crosstabulation was carried out between level of 
negative subjective experience and the type of action taken 
and is shown on Table 36. This table shows clearly that 
subjects who are doing something potentially dangerous are 
significantly more likely to have higher reports of the 
negative subjective experiences. Subjects taking less 
severe action report significantly lower incidences of 
negative subjective experience (Chi^ = 50.25 with 4 
degrees of freedom, p = 0.0000).
Table 36 - Crosstabulation of action taken by level of score on
scale 'Subex'
Score on scale 'Subex'
High Medium Low
Action Potentially
Taken Dangerous
51.9 39.2 8.9 n= 79
Safe 29.2 54.9 15.9 n=l 13
Don't worry 13.8 36.9 49.2 n= 6 5
COooIIc n=l 17 n= 57
Note Figures shown are row percentages.
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3.Ill QUALITATIVE RESULTS
A variety of additional formation was collected 
which cannot be statistically analysed but which will be 
presented in a descriptive manner here.
a) Type of food eaten during an eating binge
Many subjects listed actual foods eaten, others 
labelled the type of food they ate. The most frequently 
quoted actual food were as follows: sweets, icecream,
sandwiches, bread, pizza, hamburgers, meat, biscuits and 
chocolate. Labels used to describe the type of food eaten 
included "junk food", "party food", "carbohydrates" 
"fattening food", "anything I'm not allowed on my diet", 
"food that's bad for you", "sweet stuff", "munchy food", 
"all my favourites", "fried food", and "naughty food". The 
general feeling across reponses was that the food eaten 
during an eating binge wasn't particularly good for the 
subjects either because it was fattening or breaking a diet 
or because it was unhealthy and not nutritionally sound.
b) Amount of food eaten on an eating binge
This varied widely across subjects but could not 
be quantified since the majority of subjects described the 
quantity they ate during an eating binge with labels. The 
most frequently used labels were "too much", "lots", "until 
I'm too full to eat any more", "a gross amount", "as much 
as I can" and "everything that's available". Obviously 
these terms will differ quantitatively between subjects
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however they all carry the same message of a subjective 
perception of excess which coincides with Fairburn's (1980) 
definition of an eating binge.
c) Triggers which set off an eating binge
Many different causes of binge eating were given 
by subjects. Responses generally fell into one of three 
categories. The first category was related to physical 
status such as feeling hungry, feeling cold and feeling 
tired. The second category involved external triggers such 
as drinking alcohol, smoking marihuana or taking other 
illegal drugs and stopping smoking. The third category 
involved internal triggers; such as depression, boredom, 
lonliness and stress such as exam pressure or trouble at 
home. Another frequently reported trigger which involves 
elements of all three categories is menstruation. This 
provides physical discomfort and frequently mood 
fluctuations.
All the triggers involving internal states were 
negative, no subjects reported feeling good as a trigger 
for an eating binge. This again raises the idea of an 
eating binge as a source, however limited, of comfort.
d) Subjective thoughts during an eating binge
Subjects generally reported ambivalent feelings 
during an eating binge. The majority of subjects reported 
pleasant thoughts initially but an awareness of unpleasant 
thoughts to follow. Frequently used response were as
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follows "I think how gorgeous the taste of the food is but 
I know I'll hate myself afterwards" or "great now but I 
know I'm a pig" and "I'm being very naughty but I love it".
e) Frequently used qualifying statements
Many subjects added qualifying comments to the 
attitudinal statements and particularly to their responses 
to the sexual questions. The most frequently found 
qualifying statement was "only when you're married" or 
"only in a stable relationship" to the statement 'sex is 
healthy and natural'. Approximately 60 of the 511 subjects 
added this qualifying statement. Far less subjects 
qualified their answer to the statement 'fat people are 
ugly' - ony seven subjects added "if they are very obese" 
or a similar qualifying statement.
Many female subjects who were virgins reported use 
of the contraceptive pill and nearly all of them explained 
this apparent paradox for health reasons eg. "to reduce 
menstrual pain". Only one subject stated that she was 
taking the contraceptive pill in anticipation of future 
sexual intercourse.
Other qualified responses were found concerning 
subjective estimate of weight with many subjects stating 
they were overweight and then qualifying this statement by 
adding "for me" or "only a little" or "not by medical
standards".
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4 .  D I S C U S S I O N
4 . 1  SEX D IF F ER EN C ES
1 P a r a m e t e r s  o f  t h e  e a t i n g  b i n g e
P r e v i o u s  s t u d i e s  h a v e  s u g g e s t e d  t h a t  b i n g e  e a t i n g  i s  
e x c l u s i v e l y  a f e m a l e  d i s o r d e r  ( F a i r b u r n ,  1 9 8 1 ;  P y l e  e t  
a 1 . , 1 9 8 1 ;  S t r a n g l e r  & P r i n t z ,  1 9 8 0 ) .  Or  t h a t  t h e
i n c i d e n c e  o f  b i n g e  e a t i n g  i s  s i g n i f i c a n t l y  l o w e r  f o r  m a l e  
s u b j e c t s  t h a n  f o r  f e m a l e  s u b j e c t s  ( E d e l m a n ,  1 9 8 1 ;  H a l m i , 
1 9 8 1 ;  H a w k i n s  & C l e m e n t ,  1 9 8 0 ) .  I n  a d d i t i o n ,  r e s e a r c h e r s  
h a v e ,  w i t h  a f e w  e x c e p t i o n s  ( E d e l  m a n ,  1 9 8 1 ;  H u o n  & B r o w n ,  
1 9 8 4 )  c o n s i d e r e d  b i n g e  e a t i n g  a s  a c l i n i c a l  d i s o r d e r ,  
r a t h e r  t h a n  a b e h a v i o u r  w h i c h  o n l y  b e c o m e s  p a t h o l o g i c a l  
wh e n  i t  b e c o m e s  e x c e s s i v e  a n d  d i s t r e s s i n g  t o  t h e  s u b j e c t  
o r  a s o u r c e  o f  c o n c e r n  t o  o t h e r s .
C o n t r a r y  t o  p r e v i o u s  r e p o r t s ,  t h e  p r e s e n t  s t u d y ,  
e x a m i n i n g  t h e  c o n t i n u u m  o f  b e h a v i o u r  f r o m  t h e  n o r m a l  t o  
t h e  p a t h o l o g i c a l ,  f o u n d  no s i g n i f i c a n t  d i f f e r e n c e  b e t w e e n  
r e p o r t s  o f  i n c i d e n c e  o f  n o n - p a t h o  1 o g  l c a  1 b i n g e  e a t i n g  i n  
m a l e  a n d  f e m a l e  s u b j e c t s .
T h e  h i g h  p r e v a l e n c e  f i g u r e s  r e p o r t e d  e m p h a s i s e  t h e  f a c t  
t h a t  a n  e a t i n g  b i n g e  i s  n o t  a c l i n i c a l  p r o b l e m  p e r  s e  
u n t i l  i t  b e c o m e s  e x c e s s i v e ,  r e s u l t s  i n  p h y s i c a l  o r  
e m o t i o n a l  p r o b l e m s  o r  u n t i l  p o t e n t i a l l y  d a n g e r o u s  m e t h o d s  
o f  p u r g a t i o n  a r e  u s e d  t o  c o m b a t  t h e  e f f e c t s  o f  t h e  l a r g e
f o o d  i n t a k e .
-  I 2. 4  O- '
9 4 . 1 %  o f  t h e  m a l e  s u b j e c t s  a n d  9 9 % o f  t h e  f e m a l e  s u b j e c t s  
s t a t e d  t h a t  t h e y  d i d  b i n g e  e a t .  M o r e o v e r ,  a l t h o u g h  
f e m a l e  s u b j e c t s  r e p o r t e d  s l i g h t l y  m o r e  f r e q u e n t  e p i s o d e s  
o f  b i n g e  e a t i n g ,  m a l e  s u b j e c t s  r e p o r t e d  s l i g h t l y  l o n g e r  
d u r a t i o n s  f o r  t h e i r  e a t i n g  b i n g e s .  T h u s  t h e r e  a p p e a r s  t o  
be  no o v e r a l l  s e x  d i f f e r e n c e s  c o n c e r n i n g  t h e  a b s o l u t e  
i n c i d e n c e  o f  e a t i n g  b i n g e s .
I t  s h o u l d  a l s o  be  n o t e d  a g a i n  h e r e  t h a t  t h e  p o p u l a t i o n  
s t u d i e d  wa s  l i v i n g  i n  c o m m u n a l  s e t t i n g s ,  wa s  y o u n g  a n d  
c a n  be  p r e s u m e d  t o  be  r e a s o n a b l y  a c t i v e .  I n  t h i s  
c o n t e x t ,  i n d u l g i n g  i n  p e r i o d i c  o v e r - e a t i n g  i s  c l e a r l y  n o t  
n e c e s s a r i l y  a p r o b l e m  i n  a c l i n i c a l  s e n s e  a n d  t h e r e f o r e  
ma y  r e p r e s e n t  t h e  n o r m a l  e n d  o f  t h e  r a n g e  o f  b e h a v i o u r s  
f r o m  n o r m a l  t o  p a t h o l o g i c a l .
T h e  p r e s e n t  s t u d y  s t r o n g l y  s u g g e s t s  t h a t  m a l e  s u b j e c t s  
b i n g e  e a t  t o  t h e  s a me  e x t e n t  a s  f e m a l e  s u b j e c t s .
H o w e v e r ,  s e x  d i f f e r e n c e s  do o c c u r  i n  t e r m s  o f  t h e  
s u b j e c t i v e  p e r c e p t i o n  o f  t h e  e a t i n g  b i n g e .  ftn e a r l y  
i n d i c a t i o n  o f  t h i s  l i e s  i n  t h e  f i n d i n g  t h a t  t h e  m a j o r l t y  
o f  f e m a l e  s u b j e c t s  r e p o r t e d  g e n e r a l l y  b i n g e  e a t i n g  a l o n e  
w h e r e a s  t h e  m a j o r i t y  o f  m a l e  s u b j e c t s  r e p o r t e d  u s u a l l y
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binge eating in company. Thus it may be assumed that 
female subjects perceive binge eating as a source of shame 
or guilt and tend to binge eat in secret whereas male 
subjects perceive binge eating as a normal social activity 
and tend to binge eat in company.
2) Perception of the binge eating as enjoyable or a 
pr oblem
Female subjects were significantly more likely to 
view the binge eating as a problem than male subjects and 
significantly less likely to enjoy the binge eating than 
male subjects. Within this thesis a picture emerges of a 
behaviour which both male and female subjects report to the 
same extent and yet which has completely different salience 
for the two groups. This differing perception of binge 
eating for male and female subjects may be more clearly 
understood in the context of the different weight histories 
and patterns of worry for males and females.
3) Weight history
In terms of objective weight male subjects 
generally weighed less than female subjects. However, this 
in itself is a self report measure of weight and may 
therefore not be truly objective since the accuracy of the 
self report will be influenced by the cognitions of the 
subject. Even given the objective differences observed, 
this was not sufficient to account for the different 
perceptions of eating binges. Of greater interest was the
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fact that an overwhelmingly large number of female subjects 
wanted ideally to weigh less than they did at the time of 
study. This almost universal desire to weigh less did not 
bear any relationship to the subjects actual weight. Even 
subjects well within normal weight limits expressed this 
desire to weigh less. Not so for the male subjects. Male 
subjects wished to weigh more, less, or the same, in 
approximately equal proportions. It is possible that this 
difference can be accounted for in terms of the meaning of 
the word weight. When you talk to a female subject they 
may equate weight with fat whereas a male subject may 
equate weight with muscle. This difference would explain 
why only 6.3% of females wanted more fat but 35.5% of males 
wanted more muscle. This semantic problem might usefully 
be examined by other researchers. For example the location 
on the body that extra weight is wanted or- not wanted might 
highlight these differences. Many male subjects talked of 
wanting to make their chest broader which implies muscle 
whereas many female subjects specified that they needed to 
lose weight from their hips and thighs suggesting fat.
This information was not quantified, thus these examples 
are offered as illustrations only.
In addition to differences in ideal weight, male 
and female subjects also differed in terms of their 
subjective estimation of their current weight. Subjects 
were requested to nominate their weight in one of three 
categories
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1. Underweight
2. Normal weight
3. Overweight.
Male subjects were very accurate in judging their own 
weight with a total of only 5% wrongly categorising 
themselves. Female subjects on the other hand had a strong 
tendency to overestimate their weight with nearly 1/3 
wrongly judging themselves as overweight. Clearly this 
perceptual over estimation of body weight will also affect 
the perception of the eating binge as enjoyable or a 
problem. If the subjects believe themselves to be 
overweight, however inaccurate this judgement may be, then 
they are more likely to consider a period of overeating as 
a problem insofar as it exacebates their weight problem. 
This finding agrees with Fairburn's (1980) hypothesis that 
the actual weight of the subject is unimportant but that 
their perceived weight is more useful as a guide to bulimic 
proneness.
4) Patterns of Worrying
Male and female subjects differed greatly in their 
priority of issues for concern. Male subjects worried 
principally about their sexuality and very little about 
their eating binges, weight or looks. Female subjects on 
the other hand worried more about their eating binges and 
weight, than about their looks and least about their 
sexuality. We can speculate that females consider their 
outward appearance as their sexual lure and once having 
attracted a man their sexuality is not a source of concern.
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Men however do not worry about their outward sexual 
attractiveness but do worry about their sexual performance.
If a female equates sexual attractiveness with 
thinness, which is not unreasonable given societal pressure 
and the stigma attached to obesity (Goffman, 1964). Then 
again her perception of the eating binge will be made more 
negative insofar as it exacebates her weight concerns and 
reduces in her eyes, and posibly in societies terms, her 
sexual attractiveness.
5) Action taken
Given the differences in weight history and 
patterns of concern which seem to encourage female subjects 
to judge their binge eating as a problem and a source of 
shame while male subjects tend to judge their binge eating 
as a normal sociable, enjoyable behaviour, how does this 
affect the action male and female subjects take? Obviously 
it predisposes males to do nothing to a far greater extent 
and makes female subjects more prone to taking potentially 
dangerous steps to remove the weight gain their eating 
behaviour promises to bring. This is precisely the pattern 
which emerges from the present study. About two-thirds of 
male subjects do not worry about the effects of their binge 
eating and take no action to combat the potential weight 
gain associated with regular binge eating. Less than 1 in 
10 male subjects take potentially dangerous action. For 
female subjects the picture is very different. Only 1/4 do 
not worry about their binge eating and do nothing to combat
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the weight gain associated with the binge eating. More 
than 3 in 10 female subjects take potentially dangerous 
action.
To summarise, the typical male subject in the 
present study reported binge eating to the same extent as 
his female counterpart. However, a lack of worry about 
weight, eating and looks and a fairly accurate perception 
of his body shape combined with a reasonably realistic 
ideal body weight make him likely to view the binge eating 
as a normal, enjoyable and social activity. This perception 
of the eating binge as enjoyable and sociable in turn 
reduces the probability that he will consider it necessary 
to worry about his binge eating or take any action 
especially potentially dangerous action to combat 
associated weight gain.
The typical female subject while not binge eating 
to a significantly greater extent than her male counterpart 
does worry to a greater degree about her eating behaviour, 
weight and looks. She is probably subjectively 
overestimating her present weight and has set herself a 
stringently low ideal weight. These factors combine to 
make her view her binge eating behaviour as a problem and a 
source of guilt and shame in so far as it exace’oates her 
already large weight problem. This perception of the 
eating binge as an abnormal over indulgence
to be carried out in secret increases the probability that 
she will worry about her eating binges and take some 
action, even potentially dangerous action, to combat the 
associated weight gain.
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6) Attitudinal Sex Differences
The pattern outlined above is illustrated in the 
differences found in specific atitudinal statements between 
male and female subjects.
(a) Internal judgement versus external judgement.
Female subjects were more prone to making negative
judgements about themselves than male subjects. For 
example, significantly more female subjects agreed with the 
statements 'I am fat' and 'I am ugly' than male subjects. 
The male subjects were more likely to make negative 
judgements in a more general way than female subjects. For 
example, significantly more male subjects agreed with the 
statements 'fat people are ugly' and 'looks are important' 
than female subjects. This suggests that women are more 
willing to condemn themselves and be Lenient on others 
whereas men are more willing to sit in judgement on others 
but are less critical of themselves.
This image coincides with the suggestion by many 
authors that anorexia nervosa and bulimia are extreme 
examples of 'selflessness'. This selflessness is trained 
in women by society and is considered to be a 'virtue' 
(Kronenberg, 1984).
(b) Negative cognitions concerning eating.
Female subjects report discomfort at being seen to
eat more frequently than men. This is exemplified by the 
significantly larger percentage of female subjects who 
agree with the statement 'I do not like other people seeing 
me eat' than male subjects who agree with the statement.
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Women are also more likely than men to report pleasure in 
feeling hungry. Significantly more female than male 
subjects agreed with the statement 'I feel good when my 
stomach is empty'. These sex differences suggest at best 
that many women have ambivalent feelings towards eating and 
at worst that some women regard eating in general as a 
socially unacceptable behaviour. Little wonder that eating 
disorders are so prevalent in a society which forces many 
women to deny a basic physiological need.
(c) Negative cognitions concerning the eating 
binge.
The most striking sex differences of all the 
attitudinal statements concerned the subjective experience 
of the eating binge. A much larger percentage of female 
subjects than male subjects agreed with the following three 
statements. 'I feel out of control when I am on an eating 
binge', 'I feel depressed after an eating binge' and 
'feeling anxious makes me want to eat'. As all three 
statements concern unpleasant feelings (Herzog, 1982; 
Katzman & Wolchik, 1984), this would increase the 
subjective perception of the eating binge as unpleasant and 
a problem for female subjects to a greater extent than for 
male subjects. Since survey work of the nature of the 
present study examines variables only at one point in time, 
no statement can be made concerning the causal relationship 
of a variable such as loss of control with a measure of 
severity of bulimic behaviour such as action taken. It is 
not therefore clear whether as the action taken becomes 
increasingly severe the sense of control diminishes or
132
whether an initial sense of loss of control causes an 
increase in the severity of the bulimic behaviour.
The pattern of sex differences discussed in this 
section have important implications for research and 
treatment. The results suggest that the binge eating is 
not the source of the problem and is, in certain contexts, 
a perfectly normal, sociable and enjoyable activity. The 
difficulty lies therefore not in the eating binge per se 
but in the subjects interpretation of the eating binge. 
Firstly as a mood elevator either by providing comfort or 
stimulation and thus perpetuating the eating binge/purgation 
cycle. Secondly as a good or a bad behaviour which in turn 
is related to the subjects weight history, patterns of 
concern and attitudes to weight, eating, themself and their 
eating binges. Since the problem behaviour is the 
potentially dangerous methods of purgation which can lead 
to physical and emotional side effects, and since this 
problem behaviour is caused ultimately by the negative 
perception of the eating binge, treatment should be aimed 
at changing the subjects perception of the eating binge.
The results of the present study suggest that 
changing the subjects perception of the eating binge could 
have several aspects outlined below.
1) Improve the subjects perception of their own 
weight and move the subject towards a more 
realistic and attainable ideal weight.
2) Refocus the principle emphasis of concern away 
from eating behaviour and weight possibly by 
strengthening the subjects self concept as 
independent of weight.
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3) Normalisation of the eating binge to reduce the 
source of shame and guilt which leads to secrecy 
surrounding the binge eating.
4) Reduction of internal judgements by assertiveness 
training and 'selfulness training' (James & White 
1984) .
Once the perception of the eating binge as a 
problem and the emphasis on thinness have been reduced, the 
necessity to worry about the eating binge or to take 
potentially dangerous action to combat the accompanying 
weight gain would also be reduced or eliminated.
In order to substantiate these ideas, further 
research would have to be conducted along the following 
lines.
1) Longitudinal studies to examine the causal 
relationships for men and women. This is a 
necessary first step since the presence of 
purgation may alter the subjects perception of 
their weight, lower their self concept etc rather 
than the misperception of weight, poor self 
concept etc leading the subject into potentially 
dangerous forms of purgation.
2) The longitudinal studies should begin with 
subjects of various ages since the literature on 
sex role sterotyping suggests that sex roles may 
be cemented at very young ages (Nicholson, 1980).
3) The studies should be conducted on large samples 
such that a workable number of subjects become 
bulimic over the course of the research. In this
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way the progression of the eating disorder could 
be mapped to indicate whether subjects move 
through less severe behaviour to arrive at 
potentially dangerous purgation or begin straight 
in with potentially dangerous purgation.
4) Using information from previous research, a study 
should be conducted on a predictive basis by 
selecting a high risk population of subjects who 
possess the crucial combination of beliefs and 
behaviour.
5) Treatment studies aimed at the issues discussed 
previously should be methodologically sound and 
adhere to the principles discussed by Halmi 
(1983c) (see page 48).
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4.II THE RELATIONSHIP BETWEEN THE PARAMETERS OF BINGE 
EATING AND THE TYPE OF ACTION TAKEN
1. Incidence
Given the wide ranging definition used for the 
present study, the incidence of binge eating was 
understandably higher than that found in previous studies.
In addition, the overall return rate of the present study 
of 54% raises the possibility that many people who chose 
not to return the questionnaire did so because they do not 
binge-eat. Incidences of up to 79% have been reported 
(Hawkins & Clement, 1980) which would require some 40% of 
those subjects who chose not to return the present 
questionnaire to have done so because tney do not binge eat.
2. Frequency
The present study found an average frequency of 
slightly more than one binge eating episode per week for 
female subjects. This figure corresponds very closely to 
the average frequency of 4.7 times per month found by 
Wardle (1980) among a normal female college population. 
Furthermore the average frequency of between one per week 
and one binge eating episode per month for male subjects 
corresponds closely to the figure of 2.2 oinge eating 
episodes per month found by Wardle (1980) for a normal male 
college population. These findings further support the 
suggestion that binge eating is a normal human activity 
carried out by a large proportion of the population on a 
regular basis. The nature of bulimic behaviour as a
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problem lies not in the occurrence of the binge eating 
episodes but in the salience these episodes have for the 
sub j ect.
3. Duration
The majority of binge eating episodes reported 
lasted for less than one hour. This is a slightly shorter 
duration than would be expected from previous reports 
(A.P.A., 1980; Russell, 1979). Research suggests that the 
average duration of an eating binge is between one and two 
hours. Less than 15% of the present study fell into this 
duration category. It is possible that duration of a binge 
eating episode may interact with frequency to indicate the 
severity of the binge eating. If this is the case then 
duration which is short but of a high frequency might 
correspond to a low frequency long duration of binge eating 
episodes. In the present study no clear relationship 
emerged concerning duration of binge eating episodes with 
any other variable, suggesting that the duration is 
unimportant.
4. Quantity
Results relating to the amount of food eaten 
during an eating binge were not quantified in the present 
study. However, qualitative results support Fairburn's 
(1982) hypothesis that the actual amount of food consumed 
during an eating binge is not important but that it must be 
subjectively perceived as excessive. Many subjects 
described the amount of food they ate during an eating
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binge not in terms of actual quantities but subjectively 
described an excessive amount eg 'too much', 'more than I 
should have', 'until I can't eat any more' etc.
5. Type of food
Only quantitative data is available from the 
present study. The findings are in agreement with previous 
research suggesting that food eaten during a binge eating 
episode is typically high caloric and easily ingested 
(A.P.A., 1980; Fairburn, 1980; Russell, 1979). The use of 
descriptive labels such as 'fattening things', 'junk food', 
'things that I'm not allowed' etc agrees with the findings 
of Hamburger (1951) who suggested that forbidden foods of 
high caloric content may act as a trigger for an eating 
binge. Virtually all foods mentioned by subjects were 
fattening which is in accordance with other studies 
(Mahoney, 1975; Russell, 1979; Stunkard, 1959).
6. Time of day that binge eating episodes occur
Little, evidence of periodicity was found in the 
present study. Nearly half of the female subjects reported 
that their binge eating episodes occurred at various times 
of the day. This finding supports that of other 
researchers who found no evidence of periodicity (Russell,
1979; Stunkard, 1959). Of those who did report a specific 
time, afternoon and evening were mentioned with 
approximately the same frequency. This variable does not 
appear from the present results to be important in the 
pattern of bulimic behaviour.
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7. Place where eating binges occur
Almost half of the female subjects reported that 
binge eating episodes could occur anywhere either in their 
own home, in friends homes, at restaurants or in the open 
air. Almost all of the remaining subjects specified that 
binge eating episodes occurred only in their own home.
This latter group were most likely to binge eat in their 
bedroom, then in their kitchen, then elsewhere. This 
result is possibly biased by the fact that all subjects 
were resident in college accommodation and therefore many 
did not have access to anywhere private except their own 
bedroom.
8. Companionship or secrecy of binge eating
In keeping with previous reports of shame and 
secrecy surrounding eating binges (Katzman & Wolchik, 1984; 
Pyle et al., 1981), more than half of the female subjects 
in the present study indicated that they were always or 
mostly alone when on an eating binge. The subjects were 
not however, asked to explain why they were generally alone 
during the eating binge. As loneliness was one of the 
frequently given 'triggers' for an eating binge, the 
aloneness could be due to a lack of available companions 
rather than a choice of secrecy because of shame or self 
disgust.
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9. Action taken
The present study found a total of 16% of the 
female subjects who were abusing laxatives or using 
self-induced vomiting as a method of controlling their 
eating behaviour. This estimate of incidence of bulimic 
behaviour is within the range found by other researchers 
(Halmi et al., 1981) especially given that it is a high 
estimate since no criteria of frequency of binge eating or 
purgation was required. That as many as 8% of a female 
college population have deliberately induced vomiting 
highlights again the fact that bulimic behaviour is a 
widespread problem at least among young females (Fairburn & 
Cooper, 1983) .
Fasting had been used as a method of weight 
control by 23% of the female population. Although this is 
coded as a potentially dangerous method since it can help 
the subject enter a food refusal or anorexic pattern of 
eating behaviour, it should be noted that many popular 
diets recommend fasting days to 'clear the system'
(Boycott, 1984).
To summarise, the present study found that the 
majority of subjects do binge eat to some extent. The 
average female subject binge eats slightly more than once 
per week. No clear pattern of time of day or place of 
binge eating emerged. Typically the eating binge lasts for 
less than one hour and is generally carried out alone.
About 1/3 of the females studied report the use of 
potentially dangerous action to combat the weight gain that
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follows eating binges. As many as 8% of the female 
subjects have used self induced vomiting to control their 
weight. The interaction between binge eating and purgation 
is as yet unclear however, the parameters of the eating 
binge with the exception of frequency do not appear to be 
correlated with the type of purgatory action taken.
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4.Ill DISCUSSION OF THE HYPOTHESES
All the
hypotheses were empirically supported to some degree with 
the exception of hypothesis 10) concerning menstrual and 
sexual history. No relationship whatsoever was found to 
exist between menstrual or sexual history and the type of 
action taken as a measure of the severity of bulimic 
behaviour.
The hypotheses will be discussed individually here 
and then a summary is presented of bulimic behaviour and 
the interacting factors. A possible flow chart of causality 
is discussed together with implications for research. 
Hypothesis 1) concerning sex differences was dealt with 
previously (see page 124).
Table 37 and Table 38 are provided as a reference guide 
to illustrate the correlations of the various hypotheses 
with the severity of the bulimic behaviour as measured by 
the variable 'action taken'. These tables should be 
referred to throughout the discussion of the individual 
hypotheses.
142
Table 37 - Summary of correlation values in rank order
Variable correlated with action taken Pearson's R
I feel depressed after an eating binge 
My eating binges are a problem 
I am fat
Amount of concern re binges 
Amount of concern re weight 
I feel out of control on an eating binge 
Subjective weight
I feel good when my stomach is empty 
Frequency of eating binges 
Amount of concern re looks 
Enjoyment of eating binges 
I am ugly
Menstrual irregularities 
Feeling anxious makes me want to eat 
I do not like other people seeing me eat 
It is important to keep slim 
No one likes fat people
. 550 * 
.531 * 
.518 * 
.505 *
. 498 * 
.426 * 
.418 * 
.331 *
. 284 *
. 258 * 
-.242 *
. 208 *
. 202 * 
.197 * 
.179 ** 
.174 ** 
.14 9 ***
* p <  . 0001
** p <  .001
*** p <  .01
Table 38 - Rank ordering of the correlation of scales and
grouped variables with action taken.
Scale name or group description Pearson's
correlated with action taken R
Scale 'SUBEX' 
Scale 'CONCERN' 
Scale 'EATATT'
. 396 * 
.386 * 
. 337 *
Awareness of problem and lack of enjoyment 
of eating binges 
Scale 'WEIATT'
Critical weight measures 
Scale 'SELF CONCEPT'
Level of impulsivity
.275 * 
.261 * 
.157 ** 
.157 ** 
.142 ***
* p <  . 0001
** p <  .005 
*** p <; . 01
143
Hypothesis 2)
When the triangular relationship of ideal weight 
below current weight and subjective weight above current 
weight (see figure 4, page 78) is fulfilled subjects are 
significantly more likely to take potentially dangerous 
action. This was observed even though each of the 
individual weight categories taken alone did not determine 
the type of action taken. This finding suggests that 
researchers should move away from weight categories as a 
criteria for inclusion or a measure of success or failure 
of treatment programmes. The focus should rather be on 
making the subjective appraisal of weight more accurate and 
the ideal weight less stringently low. A reappraisal of 
the subjects weight as good and normal is required together 
with treatment to help the subject accept their weight at 
whatever level it may be. This is linked to hypothesis 3) 
and 9).
Hypothesis 3)
The subjects general level of concern about, 
eating binges, weight and looks was found to be positively 
correlated to the severity of their bulimic behaviour as 
measured by the type of action they were taking. However, 
it is not clear whether the subjects level of concern 
causes or is caused by the severity of their bulimic 
behaviour.
Thus the level of concern is tied up with bulimic 
behaviour and could be used as an additional index.
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Hypothesis 4)
Frequency of binge eating does increase as 
severity of action taken increases however duration and 
secrecy are not relevant to the type of action taken. A 
measure of the severity of the binge eating has not yet 
been obtained by previous research and the present work 
suggests that the severity of binge eating is not related 
to the action taken although an increase in frequency as 
one component of severity is a useful guide to bulimic 
behaviour. The present study strongly suggests that it is 
not observable measures which dictate whether a subject 
will take potentially dangerous action but rather a 
combination of subjective evaluation or misperception of 
the observable behaviour. Thus with hypothesis 2) it was 
not objective weight but a combination of objective, 
subjective and ideal weight. So here it is. not simply a 
case of more frequent longer duration more secrecy equals 
greater change of severe purgation but rather the manner in 
which the subject interprets her eating binges, the extent 
to which she worries about them and her subjective 
experience of the eating binges.
Hypothesis 5)
Menstrual irregularities were found to correspond 
at a significant level with subjects taking potentially 
dangerous action. This is a demonstration of a medical 
complication which accompanies disordered eating in some 
extreme cases. It is more often linked to loss of large 
amounts of weight (Abraham & Beumont, 1982; Casper et al.,
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1980) although it can be evidence of severe purgation 
without a large amount of weight loss (Fairburn, 1982). It 
has been suggested that any female suffering from menstrual 
irregularities be interviewed concerning their eating 
behaviour also as an early warning system (Pyle et al.,
1981) . It seems highly unlikely however that the subject 
develops bulimic behaviour because of their menstrual 
irregularities and we may feel reasonably certain in 
stating that menstrual irriegularities are caused in a 
small proportion of subjects by their disordered eating.
Hypothesis 6)
A positive correlation was found between the type 
of action taken and the other impulsive variables 
examined. Impulsive behaviour involves several 
characteristics such as loss of control and self 
deprecation. As both these characteristics are also 
characteristics of the binge/purge bulimic cycle (Fairburn, 
1980; Lacey, 1982; Palmer, 1979; Rau & Green, 1975), this 
correlation was to be expected. Another interesting 
parallel between the impulsive behaviours (suicide 
attempts, alcohol problems, gambling problems and shop 
lifting) and bulimic behaviour lies in their potential for 
danger to the subject and may therefore reflect the lack of 
self love and indeed the self hatred observed in many 
bulimic subjects (Katzman & Wolchik, 1984).
The possibility arises of a personality 
characteristics involving impulse control difficulties and 
self denigration. This personality characteristic might
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increase the probability of many different behavioural 
manifestations of self abuse and impulsivity. Thus 
available personality measures could be used to establish 
an 'at risk' population for research. Many personality 
inventories contain measures of impulsivity including the 
restraint scale of the Guilford-Zimmerman Temperament 
Survey (Guilford-Zimmerman, 1956) and the Eysenck 
Personality Inventory (Eysenck & Eysenck, 1964).
Hypothesis 7)
Although again the hypothesis was supported by the 
data from this study the nature of the relationship is 
still unclear. Awareness of the eating behaviour as a 
problem increased while the severity of purgation increased 
and the enjoyment of the eating binges decreased.
The decrease of enjoyment logically follows the 
severity of purgation since forcing yourself to vomit on a 
regular basis is unlikely to be seen as enjoyable by many 
subjects. However, it is not so clear whether the subject 
perceives their purgatory behaviour as a problem - thus 
severity of purgation causes worry - or perceives their 
eating binges as a problem and therefore begins more severe 
purgation. Previous research suggests that the anxiety the 
eating behaviour generates at least feeds back into the 
system if not actually causes the purgation (Rosen & 
Leitenberg, 1982). Thus it becomes an important question 
since if the perception of the behaviour as a problem and 
the anxiety this awareness generates is simply a result of
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the purgation then intervention aimed at reducing this
anxiety is not going to be successful. If on the other 
hand the perception of the eating binge as a problem 
creates anxiety and the use of purgation however 
temporarily reduces that anxiety then treatment must 
concentrate on other ways of reducing the anxiety.
Hypothesis 8)
The measure used to guage self concept was not 
found to be very reliable, however, even with an imperfect 
measure evidence was found of a negative relationship 
between self concept and type of action taken. As the self 
concept becomes lower the type of action taken becomes 
increasingly more dangerous or severe. Again this lowered 
self concept may arise from the purgatory behaviour or 
could contribute to causing the purgatory behaviour. 
Regardless of the causal relationship, a lowered self 
concept would also feed back into a total system at some 
stage.
Hypothesis 9)
Negative attitudes to weight and eating correlated 
with potentially dangerous action taken to a significant 
level. They also correlate with each other to a significant 
level. This suggests that negative attitudes to weight and 
eating cause or are caused by potentially dangerous 
purgation. The attitudes towards eating may reflect the 
secrecy and shame surrounding bulimic behaviour and fear of
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eating in company could be explained in terms of fear of 
losing control and having a binge in company. Negative 
attitudes to weight may also reflect the disgust subjects 
report at their own eating excesses (Fairburn, 1980;
Herzog, 1982; Katzman & Wolchik, 1984).
Hypothesis 10)
No relationship was found between type of sanitary 
protection used, age at menarche, age of first sexual 
contact, frequency of sexual intercourse or number of 
sexual partners and the type of action taken. The findings 
of Abraham and Beumont (1981) possibly reflect differences 
due to extremely low body weights rather than differences 
due to the bulimic behaviour. They may also reflect 
differences in 'extremely controlled' subjects as opposed 
to subjects with problems with control.
Hypothesis 11)
The negative subject experience of an eating binge 
which was predicted was found. Subjects reporting the use 
of potentially dangerous methods of purgation were 
significantly more likely to report anxiety before eating, 
loss of control during an eating binge and depression 
following an eating binge.
This pattern reflects previous research (Herzog, 
1982; Katzman & Wolchik, 1984). It is unclear where the 
purgation fits into this pattern, for example, the 
depression may only follow the eating binge and cause the
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subject to purge in order to feel better or the depression 
may follow the purgation along with self deprecating 
thoughts (Fairburn, 1980). The loss of control experienced 
during an eating binge is believed to be regained by the 
decision to purge (Rosen & Leitenberg, 1982) but purgation 
could also be seen as a continuation of loss of control 
where having binge eaten the subject feels compelled to rid 
her body of the food.
The anxiety before the eating binge has been 
suggested in the context of fear of losing control (Palmer, 
1979; Rau & Green, 1975) or to pre-exist the eating binge 
and to be reduced by eating (Rosen & Leitenberg). Again 
the difficulty of interpreting an obscure and possibly two 
way causal relationship is encountered.
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4.IV INTERACTIONAL ANALYSIS AND SPECULATION ON CAUSALITY
The results of the present study further supported 
previous research findings that showed a correlation 
between a wide range of variables and bulimic behaviour.
It also provided norms for an Australia student population 
across these variables with which future researchers may 
compare their clinical populations.
This research has again emphasised the complex 
nature of the interactions of the related variables with 
bulimic behaviour. Due to the nature of the study as an 
empirical data gathering exercise, little comment can be 
made beyond speculation concerning the causal relationships 
of the many variables examined. However a summary flow 
chart showing possible causality was developed in order to 
assist in the organization of data and will be discussed 
here.
Figure 6 shows the flow chart devised from this 
research. The figure is dynamic and can be self 
perpetuating. Given that binge eating episodes were found 
among such a large proportion of subjects it cannot in 
itself be responsible for the purgation. The interim step 
proposed here is the presence of specific cognitions 
concerning negative attitudes to weight ('fat people are 
ugly') and a negative evaluation of the subjects own weight 
('I am fat') (2)# The presence of these cognitions 
predispose the subject to unrealistic expectations of ideal 
or achievable weight (2) ancj thus to purgation (2) as a
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FIGURE 6  - Summary of the Interacting factors of the
binge eating/purgation cycle suggesting causal 
relationships
( 3 ) ; Purgationl
(I E a t i n g  
Binge
Impulsive
personality
characteristic
Depressed mood 
Lowered self esteem 
Increased anxiety
Cognitions 
I have lost control 
I have failed 
My eating binges 
are a problem
Cognitions 
Fat is ugly 
I am fat
I must lose weight 
Unrealistic 
Ideal weight
Eating for comfort 
or since 'Failure' 
has already occurred
Increased 
Probability of 
loss of control
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means of weight reduction. Following purgation further 
cognitions concerning loss of control and appraisal of the 
binge eating and purgation as a problem may occur (4).
These feelings of loss of control lead in turn to a 
depressed mood, lowered self esteem and increased anxiety
(5) which complete the cycle by increasing the 
probability that an eating binge will occur again through 
loss of control or as a source of comfort for the subject
(6) . Both the binge eating episode (D and the 
purgation (3) may be exacebated by the subject possessing 
an impulsive personality characteristic (7) thus 
accounting for the correlation found between bulimic 
subjects and alcoholics (Johnson & Berndt, 1983) and in 
this study between purgation and other impulsive behaviours 
such as alcohol abuse, gambling, shoplifting and suicide 
attempts.
This cycle could be entered at any stage by the 
subject. Thus stress due to forthcoming exams or depressed 
mood following the end of a relationship might lead to the 
subject using binge eating as a coping strategy for 
negative mood states. In the same way, any treatment aimed 
at relieving the distress could focus on the negative 
attitudes to weight or on the depressed mood. Given the 
many treatment studies examined (see pages 45-55), and the 
apparent success shown, a flow diagram such as figure 6 
could account for many very different treatments being 
successful in breaking the cycle. Thus pharmacological 
treatment with antidepressants (Johnson & Larson, 1982;
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Walsh et al., 1982), may prove effective since they break 
the cycle at stage (5) by decreasing the depressed mood. 
Behavioural studies may increase the subjects perception of 
control thus breaking the cycle at stage (4) (?airburn, 
1980). sociocultural treatment strategies are aimed at 
changing the subjects perception of themselves and at 
improving their control (stages (2) and (4)) and thus 
also break the cycle (Boskind-Lodahl & White, 1978). 
Treatments incorporating relaxation techniques (Johnson et 
al., 1983) also remove the anxiety from stage (5).
Some issues raised by the subjects during this 
research concerned the influence of cigarette smoking and 
its cessation on the binge eating cycle. Many subjects 
reported starting to binge eat and to purge following 
smoking cessation. In addition, one of the most frequently 
given reasons for an eating binge episode was due to the 
'munchies* following marihuana smoking. It is unclear 
whether the use of popular drugs such as marihuana also 
reduces the subjects control and continues from the eating 
binge into the full cycle of potentially dangerous 
purgation. It is possible that where cigarette smoking 
served as a coping strategy for stress or anxiety then on 
cessation other pre-existing mood influencing behaviours 
such as binge eating may be used as a replacement coping 
behaviour.
The major methodological problem encountered 
during this research is common to questionnaire and survey 
work. An overall return rate of 54% inevitably raises
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questions as to the representative nature of the population 
sampled. The 46% of subjects who received a questionnaire 
but chose not to return it may be similar in distribution 
to- the return population or could have changed the results 
considerably. However, given the strength of the central 
findings concerning sex differences and potentially 
dangerous purgatory action, it seems unlikely that they 
would have been undermined by a higher return rate.
Future research should pay close attention to the 
methodological issues proposed by Halmi (1983c) which were 
presented in Chapter I (see pages 52-54). 'At risk' 
populations may be identified according to the criteria 
examined in the hypotheses. These subjects could then be 
examained in lontitudinal studies to corroborate the 
relative importance of the various cognitions experiences 
and behaviours. For example, the present study suggests 
that an 'at risk' population would be a female in her early 
twenties. Someone who has negative attitudes to weight and 
eating in general and is evaluating her own weight 
negatively. She will probably have set herself an 
unrealistic ideal weight, and may show other impulsive 
disorders such as alcohol abuse, gambling, shoplifting and 
suicide attempts. If in addition to the above she is also 
depressed or anxious then the probability of a binge eating 
followed by purgation cycle occurring is increased.
Research concerning treatment should monitor all 
aspects of the binge/purge cycle and report on changes in 
attitude, cognitions, and mood as well as changes in the
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overt behaviour (ie. the occurrence of eating binges and 
purgation). The monitoring of other aspects regardless of 
the focus of treatment would increase the researchers 
awareness of the complexity of the cycle and highlight 
crucial changes necessary for the permanent changes in 
behaviour (ie. cessation of purgation) to occur.
The present study also highlighted the need for 
preventative treatment in the form of information provision 
since so many subjects also sought further information in 
one form or another during the research. More information 
should be available to the public. This could take the 
form of descriptive leaflets which should be intended not 
only to inform the public of the existence of bulimic 
behaviour but also to reassure those distressed about their 
own behaviour that they are not alone. Furthermore bulimic 
individuals could be warned of the medical dangers 
accompanying purgation and provided with a contact through 
which they could seek help if they so desired.
The issue of abstinence versus control has been 
raised in connection with alcoholism (Kendell, 1965) and is 
also pertinent to binge eating. Even allowing for the wide 
definition used in the present study, the majority of 
subjects reported binge eating to some degree and it is 
therefore not unreasonable to assume that binge eating is a 
normal, healthy and sociable activity within certain 
limits. Treatment might therefore be usefully directed not 
at eliminating eating binges entirely but at changing the 
subjects interpretation and labelling of the binge as well 
as the function which it serves for that individual.
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Finally, the importance of the sex differences 
observed cannot be over emphasised. The most obvious 
conclusion highlighted by the pattern of sex differences is 
that binge eating and purgation are intricately tied to 
societal expectations and pressures regarding weight. By 
helping the subject to accept her body in whatever shape it 
may be, we must first overcome the pervasive influence of 
society which informs the subject through the media and a 
system of rewards and punishments from an early age that in 
order to be loved, attractive, happy and successful she 
must achieve an evermore slender body by continually 
struggling to control her urge to eat. Whatever bulimic 
behaviour may be, a fad (Lucas, 1982), a psychiatric 
disorder (A.P.A., 1980) or simply a normal behaviour which 
has become out of control, it is a widespread behaviour 
which can be the source of great distress.
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Appendix A
Return rate of questionnaire by college and sex.
Returns itemised by college and sex. Number in 
brackets represents percent return rate.
College Code Total Male Female
College A 97 49 48
(51) (48) (54)
College B 84 44 40
(47) (43) ( 51)
College C 90 41 49
(32) (30) ( 35)
College D 112 63 49
(67) (72) ( 62)
College E 126 56 70
(83) (79) (87)
Appendix B
Questionnaire Development
1. General purpose of questionnaire development
2. Pilot studies
3. Item by item descriptive information.
1. Questionnaire Development
The questionnaire was designed with the following 
five principle aims in mind.
i) To facilitate completion by the subject,
ii) To encourage honest recording of personal and 
sexual information.
iii) To make the questions as unambiguous as possible,
iv) To facilitate scoring and analysis for the 
researcher.
v) To explore a wide range of variables which had 
been previously related to binge eating.
The questionnaire was graphically designed to 
ensure the greatest ease of completion for the subject.
The questions were optimally placed with respect to each 
other to avoid the chance that any questions might be 
accidentally overlooked. The questionnaire was divided 
into four sections from the subjects point of view for 
several reasons. Firstly, the subject could complete the 
questionnaire section by section if they did not wish to 
finish it in one sitting. Secondly each section carried an 
introductory paragraph which was designed to orient the 
subject. This introductory paragraph also served to inform 
the subject of the next area to be covered and to remind 
the subject of confidentiality and anonymity. By breaking 
the questionnaire into several sections, it also made the
questionnaire seem less lengthy and would thus encourage 
completion of all questions.
Subjects were verbally assured of complete 
confidentiality and anonymity to encourage honesty 
especially for the personal and sexual questions. Previous 
research suggests that bulimic individuals are aware that 
their eating habits are abnormal but are too ashamed to 
seek help with the problem behaviour. (Fairburn & Cooper, 
1982). Subjects were therefore assured that completion of 
the questionnaire would in no way commit the subject to 
receiving help or participating in any further 
experimentation. All subjects were however offered the 
opportunity to be referred for help if they so wished.
The more personal and sexual questions were 
situated late in the overall order of the questionnaire.
In this way subjects were asked less threatening questions 
initially and gradually moved onto more threatening 
personal questions.
Two pilot studies were carried out and will be 
discussed more fully in Appendix B.2. One of the reasons 
for the pilot questionnaires was to reduce misunderstanding 
and ambiguity. Questions which proved confusing to the 
pilot subjects were reworded, replaced or eliminated.
For the purposes of scoring and analysis, the 
final 62 variables included in the questionnaire were 
divided into 13 sections. Each section contained several 
questions relating to a specific area of investigation. 
These sections were as follows: demographic variables,
weight history, parameters of the eating binge, problem 
behaviours, action taken, menstrual and sexual history, 
help seeking behaviour, self concept, attitudes to eating, 
weight and sexuality and the subjective experience of the 
eating binge. The relationship between the analysis 
sections and the subject sections showing the variables 
included in each can be seen on Table 5. All questions had 
forced choice format answers. The categories used for 
these answers were examined during the pilot study for 
suitability. Categorised answers were chosen to facilitate 
encoding of data and analysis.
To summarise, the final version of the 
questionnaire contained 62 forced-choice format questions 
covering 13 aspects of binge eating and bulimic behaviour 
which had been derived from previous research.
2. PILOT STUDIES
Two pilot studies were carried out for the 
following reasons.
1. To avoid ambiguity, increase clarity and ease of 
completion for J^he_sub]_ect • This involved rewording, 
relocating or removing various questions. Questions which 
were difficult to interpret, caused irritation or were easy 
to miss out were all changed to improve the clarity of the
final version.
2. To_^rioritise^variables. Pilot I contained a 
total of 162 variables derived from the available 
research. many of these were repetitions and added 
unnecessarily to the time taken to complete the 
questionnaire. In addition pilot subjects highlighted 
missing questions which they believed to be important from 
their own experience of binge eating.
3. To establish^meaningful and useful categories for 
response. To facilitate encoding of data, the answers were 
not open ended but of a forced choice format. Categories 
selected for pilot I had to be verified therefore as 
meaningful and logical. This was especially important for 
the parameters of the eating binge. For example, the 
original categories for time of day that the eating binge 
occurs were of equal 4 hour time slots from 6am to 12pm. 
This proved unhelpful since many subjects reported that 
they binge ate at meal times. The categories were later 
changed to cover logical meal times thus making them more 
easily answered.
4. -delect Jihe jriost ^ appr opr iate final order of 
£resentation_ofquestions . it was important that the final 
ordering of variables be easy to follow for the subject yet 
easy to code for the researcher. In addition the personal 
and sexual questions were placed later on in the final 
questionnaire in order to become less threatening and thus 
encourage subjects to answer them honestly and openly.
5. To establish^the^ap^roximate^amount^of_time
rsquired_to complete^thejguestionnaire. This enabled the 
researcher to advise subjects how long the questionnaire 
would take to complete and therefore encourage subjects to 
participate. This was especially important because the 
questionnaire appeared to be far more lengthy than it 
actually was.
The pilot studies were carried out on a total of 
59 psychology undergraduates at the
Australian National University. All subjects were informed 
that the study was a pilot and encouraged to write comments 
on the order and nature of the questions asked. Neither of 
the pilot studies were statistically analysed fully however 
both pilot I and pilot II are included in Appendix D.
Major changes prompted by the pilot studies were 
in the areas of attitudinal scales and subjective 
experience of the eating binge. Both of these sections 
proved cumbersome and difficult to answer and were 
completely changed from pilot I to pilot II. Pilot II 
changed very little to the final version.
DESÜR1 PT I DE 1 NFÜRHATIQN3 .
A n a l y s i s  o f  t h e  q u e s t i o n n a i r e  wa s  c a r r i e d  o u t  a c r o s s  t h e  
13 s u b s e c t i o n s  i t e m i s e d  i n  T a b l e  6 .  I n  o r d e r  t o  d e s c r i b e  
t h e  c o n t e n t s ,  t o  i l l u s t r a t e  t h e  l i t e r a t u r e  b a c k g r o u n d  a n d  
e x p l a i n  t h e  p u r p o s e  o f  e a c h  v a r i a b l e ,  t h e  q u e s t  l o n n a  l r e  
w i l l  b e  c o n s i d e r e d  i n  g r e a t e r  d e t a i l  h e r e .  S c o r i n g  
s e c t i o n s  w i l l  be  e x a m i n e d  i n  t h e  f o l l o w i n g  o r d e r :
1 . D e m o g r a p h i c  v a r i a b l e s
1 1 . Ule i g h t  h i s t o r y
1 1 1 . P a r a m e t e r s  o f  t h e  e a t i n g b i n g e
1 V  . P r o b l e m  B e h a v i o u r s
V  . Ac t i o n  t a k e n
V  1 . M e n s t r u a l  h i s t o r y
V  1 1 . S e x u a  1 h i s t  o r y
V  1 1 1 . H e l p  s e e k i n g  b e h a v i o u r s
1 X . Se I f  c o n c e p t
X . A t t i t u d e s  t o  w e i g h t
X 1 . A t t i t u d e s  t o  e a t i n g
X 1 1 . A t t i t u d e s  t o  s e x u a l i t y
X 1 1 1 . S u b j e c t i v e  e x p e r i e n c e  o f t h e  e
Demographic VariablesI .
This section contained five items covering back ground 
d e m o g r a p h i c  variables. The pr i m a r y  purpose of this 
se ct ion  was to define the p o p u lation involved. In 
addit ion , previous research has found certain links 
be tw ee n demographic variables and binge eating. These 
links may be a spurious effect of the type of spec ialised 
p o p u l a t i o n s  studied (such as students, ballet dancers, 
jockeys etc.) rather than g e n u i n e l y  related to eating 
d i s o r d e r s .
Some of the variables sampled have been disc ussed on 
pages 55 - 62 (sex and age). Additional information was 
c o l l ec te d on socio - e c o n o m i c  status as student populations 
rarely follow the national so c i o - e c o n o m i c  distribution. 
Marital status and number of children were also sampled 
since weight fluctuations were being examined and 
ch i l d b i r t h  would c l e arly also affect weight.
The p o p u lation under study was expected to differ from 
the general population across all the above variables 
(C h e r n i n ,1981 ; Collins et a l . , 1982; Furnham, 1983).
Finall y, the hall of residence of each subject was noted 
in order to allow c o m p a rrisons between the differing 
ca te ri ng  a r r a n gements provided on site. For example, 
pr ev io us  research has focussed on the effects of access 
to cooking facilities (Hawkins & Clement, 1930; Herman et
a  1 1979 K
1 1 . Ule i gh t H i s t o r y
The relationship between bulimic behaviour and weight has 
been e x t e n s i v e l y  explored in the literature however, no 
firm c o n c lusions have been reached. Binge eating and 
bulimia have been reported amongst obese subjects (Bruch, 
1973; Hamburger, 1951; Loro & Orleans, 1931), anorexic or 
u nderweight subjects (Beaumont et a 1. , 1976; Hudson et
al. , 1983b; U a n d e r e y e c k e n  & Pier l o o t , 1983a) and among
normal weiqht subjects (Bruch, 1974; Rau & Green, 1975).
All three weight c ategories were included in the weight 
h i s t o r y  in order to explore these interactions. In 
addition, as weight fluctuations are included in the 
diag n o s t i c  criteria for bulimia (A.P.A., 1980), a measure
of weight fluctuations was also obtained from the 
subjects. This fluctuation was derived from the highest 
and lowest weights that the subjects reported over the 
previous two years excluding p r e g n a n c y  and physical 
l 1 1 n e s s .
ill.____ Parameters of the Eating Binge
Although r e l a tively few empirical studies have explored 
the frequency and s e v e r i t y  of eating binges, the A.P.A. 
(1980) diagnostic criteria for bulimia includes a cut-off 
value for s e v erity and frequency.
Logically it seems feasible that as the frequency and 
severity of the behaviour increases, so too would the use 
of dangerous methods of purgation to counteract it. The 
purpose of this section was to empirically examine 
several parameters of eating binges.
Type and quality of food eaten during an eating binge 
could not be categorised reliably and were therefore 
collected through open ended descriptions. These measures 
were not included in the final analysis. Other variables 
examined were, frequency, duration, location, periodicity 
and secrecy of the binges. The question of secrecy of an 
eating binge has arisen frequently in debates regarding 
the nature of binge eating as a social behaviour (.Lucas, 
1982). The reports of shame and self disgust refute the 
sociable nature of binge eating and these reports contend 
that binges only occur when the subject is alone 
(Garf inke 1 et a l . , 1980 ; Garrow et a l . , 1976).
l v_____Problem Behaviour
A fundamental question barely considered in previous 
research concerns the subjective impression of the binge 
as enjoyable or a problem. As discussed on page 43, this 
may help to d l fferent l ate between subjects who present 
for treatment or those who remain unidentified in the 
community. The binge-purge cycle has been reported as 
inducing a variety of emotions from euphoria CHinsie & 
Campbell, 1970; Nemiah, 1950 ) to acute distress 
(Caspe r , ) A
If the eating behaviour is seen as a problem by the 
s u b j e c t ; then in what way is it a problem? Also the 
length of time that the binge eating has worried the 
subject was ascertained since there was also the 
possibility that the use of dangerous methods of 
purgation was temporally related to the binges. As seen 
by the delay reported between age of onset of bulimic 
behaviour and the age at seeking help (Fairburn & Cooper, 
1982; Russell, 1979).
The final four questions in this section asked the 
subject to judge how much they worried about their eating 
behaviour, their looks, their weight and their sexuality 
in comparison with other people. This followed from 
previous research showing that bulimic subjects report 
higher degrees of anxiety than the general population and 
that they are more similar in this respect to a 
psychiatric out-patient population (Fairburn & Cooper, 
1982; Katzman & Uolchik, 1984; Pyle et al., 1981). These 
questions therefore served to measure how much the 
subject was a "worrier" in general le how widespread was 
their anxiety, and to rata how much they thought that 
other people worried about these issues to provide an 
indication of whether they were aware that their anxiety 
was greater than that of the general population.
Ac t ion T a kenv .
T h i s  s e c t i o n  was the o n l y  one w h i c h  a l l u d e d  to the s e c o n d  
a s p e c t  of b u l i m i c  b e h a v i o u r  w h i c h  is p u r g a t i o n .  The 
s u b j e c t  was r e q u i r e d  to i n d i c a t e  all a c t i o n s  they had 
e v e r  t a ken to c o u n t e r a c t  their b i n g e  e a t i n g .  A list was 
p r o v i d e d  w h i c h  r a n g e d  f r o m  n o t h i n g  at all to s e l f - i n d u c e d  
v o m i t i n g .  T h e r e  w e r e  a v a r i e t y  of s a f e  a c t i o n s  s u c h  as 
s e e i n g  a d o c t o r  or o t h e r  p r o f e s s i o n a l , j o i n i n g  w e i g h t  
w a t c h e r s  and t a l k i n g  to p a r e n t s  or f r i e n d s .  T h ese 
a c t i o n s  are c o m m o n l y  r e p o r t e d  a m o n g s t  the f e m a l e  
p o p u l a t i o n  who are, as a g r o u p ,  g e n e r a l l y  c o n c e r n e d  about 
w e i g h t  (B o s k l n d - L o d a h 1, 1976; H i b s c h e r  & H e r m a n ,  1977;
Las let t & UJarren, 19 75).
O t h e r  o p t i o n s  p r o v i d e d  w e r e  p o t e n t i a l l y  d a n g e r o u s  and 
c o u l d  lead to a full d i a g n o s i s  of b u l i m i a .  T h e s e  
i n c l u d e d  l a x a t i v e  and diet aid pill a b u s e ,  f a s t i n g  and 
s e l f - i n d u c e d  v o m i t i n g  ( J o h n s o n  & L a r s o n ,  1932; L u c a s ,  
1982b; R u s s e l l ,  1979). The use of e x e r c i s e  to c o u n t e r a c t  
w e i g h t  g a i n  was a l s o  i n c l u d e d  and c a t e g o r i s e d  as a saf e  
m e t h o d  b e c a u s e  of the d i f f i c u l i t y  of s e p e r a t i n g  out a 
r e a s o n a b l e  a m o u n t  of e x e r c i s e  f r o m  the e x c e s s i v e  e x e r c i s e  
u s e d  by s o m e  b u l i m i c s .
S u b j e c t s  w e r e  s c o r e d  a c c o r d i n g  to the f o l l o w i n g  c r i t e r i a :
0. N e v e r  b i n g e  eat at all
1. B i n g e  eat, find it e n j o y a b l e  and do n o t h i n g
2. Binge eat, worry about it, use a potentially safe 
method of control (Options 2, 3, 4, 3, 6, 7, 9)
3. Binge eat, worry about it, use a potentially
dangerous method of control (Options 8, 10, 11, 12)
(Options refer to the list of possible actions on page 3, 
question 16 of the final quest i onna l re in Appendix D.)
Having examined all action taken at any time, subjects 
then indicated the first option they had tried, the 
action which had worked best for them and what, if any, 
action they were currently taking. This breakdown was 
designed to explore any movement which may occur over 
time from safe to dangerous methods of combatting the 
effects of the binge eating behaviour (Fairburn & Cooper, 
1932; Russell, 1979).
v l____Menstrual History
This section was designed to explore the prevalence of 
menstrual irregular it les, age menstruation began and type 
of sanitary protection used. Previous research has 
suggested that these variables may be related to bulimic 
behaviour (Abraham & Beumont, 1982; Casper et a l ., 1980; 
Fairburn, 1982; Pyle et al., 1981). However, since the 
incidence of menstrual irregularitles and the type of 
sanitary protection used by the general population has 
not been examined, any relationship between bulimic 
behaviour and these variables is necessarily obscure. In 
addition, menstrual i rregu 1 ar 1 t les may be caused by the
w e i g h t  o f  t h e  s u b j e c t  a n d  t h i s  i n  t u r n  m a y  d i c t a t e  
s a n i t a r y  p r o t e c t i o n .  F o r  e x a m p l e ,  i r r e g u l a r  m e n s t r u a t i o n  
ma y  i n c r e a s e  e x t e r n a l  s a n i t a r y  p r o t e c t i o n  s o  t h a t  t h e  
s u b j e c t  c a n  b e t t e r  m o n i t o r  w h a t  i s  h a p p e n i n g  t o  t h e i r  
b o d y .  I t  w a s  h o p e d  t h a t  b y  i n c l u d i n g  t h i s  s e c t i o n  t h a t  
s o m e  o f  t h e s e  q u e s t i o n s  m i g h t  b e  a d d r e s s e d .
v  l l_____S e x u a  1 H i s t o r y
U a r  i o u 5  a s p e c t s  o f  s e x u a l i t y  w e r e  e x p l o r e d  i n  t h i s  
s e c t i o n .  C o n t r a c e p t i v e  p i l l  u s e a g e  r e l a t e s  n o t  o n l y  t o  
s e x u a l i t y  b u t  a l s o  t o  m e n s t r u a l  h i s t o r y  f r o m  t h e  p r e v i o u s  
s e c t i o n .  S p e c i f i c  s e x u a l  q u e s t i o n s  s u c h  a s  f r e q u e n c y  o f  
s e x u a l  i n t e r c o u r s e ,  n u m b e r  o f  s e x u a l  p a r t n e r s  a n d  a g e  o f  
f i r s t  s e x u a l  i n t e r c o u r s e  w e r e  i n c l u d e d .  T h i s  f o l l o w e d  
f r o m  t h e  w o r k  d i s c u s s e d  o n  p a g e s  71  -  72  e x a m i n i n g  t h e  
s e x u a l i t y  o f  b u l i m i c s  ( B a n c r o f t ,  1 9 8 3 ; A b r a h a m ,  1 9 8 3 ; 
A b r a h a m  & B e u m o n t ,  1 9 8 2 ; B e u m o n t  e t  a  1.  , 1 9 7 6 : B e u m o n t  e t
a l . ,  1 9 8 1 ) .
I t  w a s  h o p e d  t h a t  t h e  r e l a t i o n s h i p ,  i f  a n y ,  w h i c h  e x i s t s  
b e t w e e n  e a t i n g  b e h a v i o u r  a n d  s e x u a l  b e h a v i o u r  c o u l d  b e  
m o r e  f u l l y  e x p l o r e d  b y  a d d r e s s i n g  t h e s e  q u e s t i o n s .
Although this section provided only a small amount 
of information concerning the sexual history of subjects, 
it also allows future research to compare specific 
populations such as anorexia nervosa subjects with bulimic 
behaviour to a larger Australian student population. For 
example, the incidence of virginity in Australian students 
has not previously been used for comparison with the 
incidence of virginity in anorexia nervosa patients.
A final question included in this section related 
to abortions and was required to establish pregnancies in 
subjects who had not gone ahead with live births as well as 
to comment on birth control success and usage among 
binge-eaters and the normal student population.
viii) Impulsive ^b ehaviour
Much research has focussed on behaviours such as 
suicide attempts, shoplifting and alcoholism in bulimic 
subjects. These behaviours have generally been labelled as 
"impulsive" (Huon & Brown, 1984). These behaviours could 
also be considered as help seeking behaviours or attention 
seeking behaviours. This study therefore concentrated not 
only on whether such behaviour occurs but also on whether 
the subject would admit to either wanting or receiving help 
for the behaviour.
Suicidal thoughts were included since these might 
indicate depression to a greater extent than an impulsive 
or help seeking suicide attempt. In addition help seeking 
in the following areas was explored. Alcohol problems,
gambling problems, shoplifting and sexual problems. This 
section not only explored any relationship between help 
seeking behaviour and binge eating but again provided 
normative data on a large student population for the 
incidence of these problem behaviours.
ix) Self-Concept
Four attitudinal statements in a 6-point, forced 
choice format were presented. These statements explored 
the subjects attitude towards themself. Previous reports 
have suggested that self deprecating thoughts and a poor 
self-concept are prevalent among bulimic subjects 
(Stunkard, 1959; Wermuth et al., 1977).
The four statements were then analysed for 
reliability as a scale (see Appendix E) and the following 
three statements were selected out to represent the 
subjects self concept.
1) I think I am a good person
2) I like myself
3) I am ugly
The fourth statement, I am fat, was found to relate too
closely to weight attitudes and not reflect self concept 
and was therefore not included in the final scale.
x) height-Attitude
Four attitudinal statements in a 6-point, forced 
choice, likert format were presented to the subjects. The 
statements explored the subjects attitude towards weight 
and fat people. This followed from previous reports in the
literature that suggested that bulimic subjects have a 
negative attitude towards weight and fatness (Crisp, 1981; 
Russell, 1979 ) .
The four statements were then analysed for 
reliability as a scale (see Appendix E) and all four were 
found to correlate well and to represent weight attitudes. 
The statements were as follows:
1) Fat people are ugly
2) I think looks are important
3) It is important to keep slim
4) No one likes fat people.
xi) Eating_Attitudes
Four statements were presented in a 6-point forced 
choice, likert format. The statements explored a range of 
attitudes towards food and eating. This section was 
included to validate reports in the literature that bulimic 
subjects are obsessed with food, dieting and eating and yet 
wish to binge eat only in secret because they find such 
behaviour disgusting (Huon & Brown, 1984).
When the four statements were analysed for 
reliability as a scale (see Appendix E) it became apparent 
that the two aspects are separate. The obsessional 
dichotomy between eating and dieting was exemplified by the 
following two statements
1) I enjoy eating
2) I feel good when my stomach is empty.
On the other hand the dislike of eating in front of the 
other people was highlighted by the following two 
statements.
1) I dislike having a meal with friends
2) I do not like other people seeing me eat.
xii) Sexual Attitudes
Three attitudinal statements were presented in a 
6-point, forced choice, likert format. The statements 
examined the subjects attitude towards sexuality. Research 
suggests that although sexual experience and menstrual 
practises may vary between bulimic anorexia nervosa 
subjects, sexual attitudes are not substantially different 
between anorexia nervosa subjects with or without bulimic 
behaviour (Abraham & Beumont, 1982).
When the three statements were analysed for 
reliability as a scale, (see Appendix E) the correlation 
between each statement was not very high. The sexual 
attitude statements were as follows:
1) I feel embarrassed talking about sex
2) Sex is healthy and natural
3) I don't think about sex.
xiii ) Sub ]_ective_Exper ience^of^the ^ Eating ^ Bin^e
Three statements were presented in a 6-point, 
forced choice, likert format. The statements dealt with 
subjective experiences before, during and after an eating
binge. Many researchers have noted a high prevalence of 
certain subjective experiences around an eating binge. The 
three most common of these were included in this section. 
Anxiety prior to the eating binge (Russell, 1979), Loss of 
control during the eating binge (A.P.A., 1980) and 
depression following the eating binge (Halmi et al., 1981).
The three statements were analysed for reliability 
as an additive scale (see Appendix E). Two were found to 
correlate very highly and the third less well. The 
subjective experiences were as follows:
1) I feel out of control when I am on an eating binge
2) I feel depressed after an eating binge
3) Feeling anxious makes me want to eat.
Appendix C
Additional information concerning procedure -
1. Detailed examination of college by college 
procedure
2. Debriefing
a) Contents of debriefing
b) Reasons for debriefing
c) Summary of contact.
1) Detailed examination of procedure
As the survey was conducted through the various 
halls of residence and affiliated colleges, the author 
respected the wishes of Masters and student bodies. The 
procedure therefore varied slightly from college to 
college. Each will be considered below.
College A - Questionnaires available from a central table 
located between the mail room and the front 
office. This table was manned on three 
consecutive days, carried advertisements and 
was also used for the return of completed 
questionnaires. All students passing in 
front of the desk to go to the mail room were 
asked if they would be willing to fill in a 
questionnaire. Standardised instructions 
were then given to each student who accepted 
a questionnaire (see Table 7)
College B - Questionnaires were hand delivered to all 
female members of the college (N=78). A 
table was then set up outside the dining room 
and used for collection of completed 
questionnaires and distribution to males who 
expressed an interest in participation. A
College C
College D
memorandum had previously been sent to all 
members of college. The reason for the 
different treatment of males and females in 
this college was due to the 2:1 ratio of 
males to females (N of males = 170). It was 
therefore considered appropriate to encourage 
a higher rate of return from females in order 
to offset this imbalance.
Questionnaires were hand delivered to all 
members of the college on the request of the 
Master in order that they could not be used 
to 'tease' members of college who did not 
understand what they were about. The author 
attended the Colleges's formal dinner to 
inform all students of the standardised 
instructions (see Table 7). A table was then 
set up in the front foyer for the collection 
of completed questionnaires and to answer 
questions. Tutors were also asked to 
encourage the students to return all 
questionnaires following destructive 
behaviour by a small group of students.
Questionnaires were again hand delivered to 
each students room. A preliminary notice had 
appeared on the college notice board. The 
author attended the evening meal and informed
all students of the nature of the study and
College E
provided the standardised instructions (see 
Table 7). A table was then set up outside 
the dining room for the collection of 
completed questionnaires and to answer 
questions. Several students requested some 
explanation of their own responses which was 
also provided informally.
The questionnaire was pre-advertised around 
the hall of residence. A table was set up 
outside the kitchens, carrying 
advertisements, for three successive days. 
Students were asked if they would be willing 
to complete a questionnaire. All 
questionnaires were given out and received 
back completed at the central table.
Students who indicated a willingness to take 
part in the survey were then given the 
standardised instructions (see Table 7).
2) Debriefing
a) Contents
Following collection of the questionnaires all 
subjects received a general debriefing. This was designed 
to highlight the unpleasant aspects of bulimic behaviour.
It involved an explanation of the bulimic eating pattern 
and an illustrative case history which accentuated the 
distress caused by the eating behaviour.
Subjects were also reminded again that they could 
contact the author for further information at any stage and 
with complete confidentiality.
Finally subjects were thanked for their 
cooperation, late questionnaire return was encouraged and 
all subjects were reminded that group results would be made 
available to their college offices.
b ) Reasons for debriefing
Previous research suggests that the use of self 
induced vomiting, laxatives etc for purgation is a learnt 
behaviour (Chiodo & Latimer, 1983). Thus it was 
conceivable that the present study would possibly increase 
the occurence of purgation by 'implanting' the idea in some 
of the subjects. The purpose of the debriefing was 
therefore to accentuate the fact that the disordered eating 
was a source of distress not a painless solution to weight
control.
The second purpose of the debriefing was to 
encourage subjects who were distressed about their eating 
behaviour to seek further information or referral for 
help. The summary given in section c) of this appendix 
details the percentages of subjects who sought information.
c ) Summary of contact
Type of contact Total* Male* Female*
Verbal information 85 20 65
at collection table (16.6) (7.9) (25.2)
Written questions on 32 5 27
returned questionnaires (6.3) (2.0) (10.5)
Requests for referral 4 0 4
for help (0.7) (0.0) (1.5)
Total contact 121 25 96
(23.3) (9.9) (37.4)
* Numbers in brackets are percentages of the appropriate
population.
Appendix D.
The Questionnaires
1. Pilot version I
2. Pilot version II
3 Final version.
THANK YOU VERY MUCH FOR VOLUNTEERING TO PARTICIPATE IN THIS
RESEARCH. THIS QUESTIONNAIRE CONSISTS OF FIVE SECTIONS.
1/ Some general background questions.
2/ A description of a binge in your own words.
3/ More detailed information about your eating binges. 
4/ Some personal questions.
5/ A standard eating attitudes questionnaire.
ALL THE INFORMATION COLLECTED WILL BE TREATED CONFIDENTIALLY 
AND IT IS VERY IMPORTANT TO THE VALIDITY OF THIS RESEARCH 
THAT YOU ANSWER ALL THE QUESTIONS AS HONESTLY AND ACCURATELY 
AS POSSIBLE.
i0 RETURN THIS QUESTIONNAIRE PLEASE USE THE PRE-ADDRESSED 
INTERNAL MAIL ENVELOPE PROVIDED. THIS CAN BE POSTED IN ANY 
INTERNAL MAIL BAG IN DEPARTMENTAL OFFICES.
1/ Date of birth: / / 19
2/
3/
4/
5 /
6/
7/
8/
9/
10/
1 1/
Sex: M / F
Marital Status: (l)Single (2)Defacto (3)Married (4)Divorced (5)Widowed 
Fathers Occupation: (Please describe): _____________
How many children do you have?
How tall are you in bare feet? cm or feet _________ in
How much do you weigh? (Without clothes)______________ lbs or kg
What is the highest weight you have been in the last two years?
__________ lbs or kg
What is the lowest weight you have been in the last two years?
___________lbs or kg
Are you worried about your eating habits? YES / NO
If yes, in what way? ______________________
In this section I'd like you to think about what an eating binge is for you 
It may be huge quantities or it may only be a little. Answer the following 
questions in your own words, feel free to write on the back of this page if 
you do not have enough space.
What sorts of foods do you eat when you are on an eating binge?
How much or how many of these foods do you eat during your binge?
Are there any particular things that set you off on an eating binge?
What sort of thoughts do you have when you are on an eating binge?
In this section I'd like you to keep thinking of what a binge is for 
you while you answer some more specific questions about it. In each 
case please circle the most appropriate response.
1/ How often do you have an eating binge? (1 ) More than 1 per day
(2) About once a day
(3) Once per week
(4) Once per month
(5) Once every few months
(6) Once per year
(7) Less than once per year
2/ How long does your binge last? (1 ) Less than 15 minutes
(2) Up to 30 minutes
(3) Up to one hour
(4) Up to one and a half hours
(5) 'Up to two hours
(6) Up to two and a half hours
(7) Three or more hours
Do your binges tend to happen at a particular time of the day?
(1) Before 8 in the morning
(2) From 8am to 12 noon
(3) From 12 noon to 4pm
(4) From 4pm to 8pm
(5) From 8pm to midnight
(6) After midnight
(7) At various times
4/ Where do your binges tend to take place? (1) Your kitchen
(2) Your lounge
(3) Your bedroom
(4) Anywhere inside your home
(5) In other peoples' homes
(6) In the open air
(7) In restaurants
(8) In various places
5/ Who do you binge eat with? (1) Always alone
(2) Mostly alone
(3) Seldom alone
(4) Never alone
6/ Do ;you consider your binge eating to be a problem? YES / NO
If yes, in what way is it a problem? (1) Because of my weight
(2) Because it is unhealthy
(3) Because it is expensive
(4) Because it is not normal
(5) Other
7/ How much do you worry about your eating binges? (1) A lot more than others
(2) A bit more than others
(3) The same as other people
(4) Abit less than others
(5) A lot less than others
8/ How much do you worry about your weight? (1) A lot more than others
(2) A bit more than others
(3) The same as other people
(4) A bit less than others
(5) A lot less than others
9/ How much do you worry about how you look? (1) A lot more than others
(2) A bit more than others
(3) The same as other people
(4) A bit less than others
(5) A lot less than others
10/ How much do you worry about sex? (1) A lot more than others
(2) A bit more than others
(3) The same as other people
(4) A bit less than others
(5) A lot less than others
11/ How many years have you been worried about your eating binges? _years
For this question I'd like you to think of how you typically feel before, during 
and after an eating binge. In the table below you will find a list of adjectives 
describing feelings. Go through this list and mark those feelings you most often 
experience at those stages of your binge. For example, if you generally feel 
happy before an eating binge you would mark "X" in the first column opposite the 
word happy etc.
Please mark the 2  most common feelings in each column
BEFORE DURING AFTER
1. Calm
2. Frightened
3. Angry
4. Friendly
5. Out of control
6. Shaky
7. Pleasantly full ~ ' *
8. Depressed
9. Grumpy
10. Safe
11 . Offended
12. Tense
13. Agreeable
14. Bitter
15. Helpless
16. Relieved
17. Upset
18. Happy
19. Scared
20. Cooperative
21 . Anxious
22. Unsociable
23. Desperate
24. Loving
25. Disgusted
26. Hopeless
27. Contented
' 28. Insecure
29. Panicky
30. Irritated
31. Kindly
32. Discontented
33. Furious
If you are worried about your eating binges, what sorts of things have you tried 
to do about it?
1/ Nothing................  YES / NO
2/ Sought medical help......    YES / NO
3/ Sought psychiatric, psychological or counselling- help YES / NO
4/ Joined a dieting group eg weight watchers........... YES / NO
5/ Dieted by yourself...................................  YES / NO
6/ Dieted with a friend or group of friends............  YES / NO
7/ Talked about your worries with a parent/friend...... YES / NO
8/ Taken diet aid pills.................................  YES / NO
9/ Taken up exercise or a sport......................... YES / NO
10/ Taken laxatives to reduce weight....................  YES / NO
11/ Vomited after a binge to lose weight................  YES / NO
12/ Fasted between binges to reduce their effect........ YES / NO
13/ Other (Please specify)
If you have tried more than one method of coping with your binges,
Which one did you try first?____________
Which seemed to work best for you?____________
Which, if any, are you doing now?____________
In the last section I will be asking you a number of questions which previous 
research has shown to be related to this area. As they are of a personal nature 
I would like to emphasise the confidentiality and anonymity granted to all 
subjects. Please answer each question as honestly and openly as possible.
1/ At what age did you start menstruating?^ years
2/ Are you menstruating regularly now? YES / NO 
3/ What type of sanitary protection do you normally use?
/
4/ Have you ever had an abortion? YES / NO
5/ Do you take a contraceptive pill? YES / NO
If yes, how long have you been taking it? __________ years
How often do you have sexual intercourse?
(1) Sanitary pads
(2) Tampons
(3) Other (specify)
(1) Several times a week
(2) Once a week
(3) Less often
(4) Ne^er
7/ How many sexual partners have you been with over the last three months?
8/ At what age did you first have sexual intercourse? .years
If never please tick here
For questions 9 to 12, each question has six sections labeled;'. A to F. Please circle
one response for each section ie six answers for each Question.
Example:
I think the weather today was;
(A) 1.Extremely 2.Quite 3.Neither 4.Quite 5.Extremely
good . good . good nor bad . bad bad—------------ - * * _________ • z
If you think the weather today was extremely bad you would circle as follows:
(A) 1.Extremely
good 2.Quite 3.Neither 4.Quitegood . good nor bad . bad f  5.Extremely) Y bad V
on the other hand you thought the weather today was quite good you would circle-
(A ) 1.Extremely /
good . ^
2.Quite\ 3.Neither 4
good ). good nor bad .Quite 5.Extremelybad . bad
For meT eating is:
(A) 1.Extremely 
good 2.Quite . good
3.Neither 
good nor baci A .Quite bad: :
5.Extremely 
bad
(B) 1.Extremely 
Beautiful 2.Quite Beautiful^ 3 .Neither 4.Quite 5.Extremely Ugly
(C) 1.Extremely 
clean 2.Quite clean• :
3.Neither 4.Quite 
dirty 5.Extremely dirty
(D) 1.Extremely 
pleasant 2.Quite. pleasant• :
3.Neither 4.Quite
unpleasant,: :
5.Extremely 
unpleasant
(E) 1.Extremely 
nice 2.Quite. nice1 :
3.Neither 4.Quite 
awful: :
5.Extremely 
awful
(F) 1.Extremely 
healthy 2. Quite . healthy 3.Neither 4.Quite sick: :
5.Extremely 
sick
I think my weight is:
(A) 1.Extremely 
good 2.Quite . good 3.Neither good nor 4.Quite bad :
5.Extremely 
bad
(B) 1.Extremely 
beautiful 2.Quite beautiful _ : :
3.Neither 4.Quite
:
8.Extremely 
ugly
(C) 1.Extremely 
clean 2.Quite . clean 3.Neither 4.Quite dirty’
*>.Extremely 
dirty
(D) 1.Extremely 
pleasant 2.Quite . pleasant • :
3.Neither 4.Quite 
unpleasant
5.Extremely 
unpleasant
(E) 1.Extremely 
nice 2.Quite nice! :
3.Neither 4.Quite 
awful 5.Extremely awful
(F) 1.Extremely 
healthv 2.Quiteh»n1 3.Neither .4.Quite 5.Extremely
11/ I think I am:
(A) 1 .Extremely 
good
2 .Quite 
good ;
3 .Neither 
good nor baa
4.Quite 
. bad
5 .Extremely 
bad
(B) 1 .Extremely 
beautiful’
2 .Quite 
beautiful
3 .Neither 4 .Quite 
ugly
5 .Extremely 
ugly
(c) 1 .Extremely 
clean
2.Quite 
clean
3.Neither _4.Quite 
dirty
5 .Extremely 
dirty
(D) 1 .Extremely 
pleasant
2.Quite 
pleasant
3 .Neither 4.Quite 
unpleasant
5 .Extremely 
unpleasant
(E) 1 .Extremely 
nice
2.Quite 
nice
3 .Neither 4.Quite 
awful
$.Extremely 
awful
(F) 1 .Extremely 
healthy
2.Quite 
healthy
3 .Neither 4.Quite 
sick
_5.Extremely 
sick
For me, sex is:
(A) 1 .Extremely 
good
2.Quite 
good
3 .Neither 
good nor bäa
4.Quite 
bad
5 .Extremely 
bad
(B) 1 .Extremely 
beautiful
2.Quite 
beautiful
3 .Neither 4.Quite 
ugly
5 .Extremely 
ugly
(C) 1 .Extremely 
clean
2 .Quite 
clean
3 .Neither 4.Quite 
dirty'
_ 5 .Extremely 
dirty
(D) 1 .Extremely 
pleasant
2 .Quite 
pleasant
3 .Neither 4.Quite 
unpleasant
^.Extremely
unpleasant
(E) 1 .Extremely 
nice
2 . Quite 
nice
3 .Neither 4.Quite 
awful
5.Extremely 
awful
(F) 1 .Extremely 
healthy
2.Quite 
healthy
3 .Neither _ 4.Quite 
sick
5.Extremely 
sick
Thank you very much for volunteering to participate in this 
research. This questionnaire contains several sections. 
Please answer every section.
All the information collected will be treated confidentially 
and it is very important to the validity of this research
that you answer 311 the questions as honestly and accurately 
as possible. Remember there are no right or wrong answers 
You will not be identified by name and you will be under 
no obligation to take any further action.
• w i n  be calling again in about a week to collect the 
Questionnaire. if you wish to return it directly to me. 
you can do so by using the pre-addressed internal mail 
envelope providedPI ease place the name of your college 
or residency and your room-number in the space provided 
otherwise you * 11 be visited again.
Internal mail can be posted in any department office.
Name of college or residence: ___________________
Room number: ___
Pill in the above only ir reiurni ng. tlie questionnaire directly
S e c t i o n  a . G e n e r a l  b a c k g r o u n d  and w e i g h t  h i s t o r y .
1. Da t e  o f  b i r t h :  ____/ ____ / 1 9 __
2.  Se x :  M /  F
3.  M a n u a l  s t a t u s l < 1 > s 1n o l e  ( 2 > D e f a c t o  ( O l M a r r l e d  ( 4 > D l v e r c e d  
F a t h e r s  l a s t  o c c t i p a  t 1  o n : ( PI  e a a e  s p e c i f y  i n  two o r  n o n e  w o r d s )
5.  How many c h i l d r e n  do  y o u  h a v e ?
6 . How t a l l  a r e  y o u  i n  b a r e  f e e t ?
. cm o r f e e t
. 1b s  o r
? .  How much do y o u  v / e i g h ? < w l t h o u t  c l o t h e s ) _______ _
8 . What  i s  t h e  h e i g b e s t  w e i g h t  you  h a v e  b e e n  i n  t h e  l a s t  t wo
« e x c l u d i n g  p r e g n a n c y )  ____________ j b s  op y e a r s ?
-------------- -— kg
9- « h a t  i s  t h e  l o w e s t  w e i g h t  yo u  h a v e  b e e n  I n  t h e  l a s t  t wo  '
d e l u d i n g  I l l n e s s )  l h „ „  l a s t  t wo  y e a r s )
--------------------l b s  o r ----------- ---------.kg
10.  What w e i g h t  w o u l d  y o u  I d e a l l y  l i k e  t o  b e ?
. 1b s  o r
S e c t  e .  D e s c r i p t i o n  a n d  d e t a i l s  o f  t h e  e a t i n g  b i n g e .
Of i J e o ^ f ^ Y p o l ^ w n ^ e  e a t “ ' °  b ‘ " ° * ' a s  a n y  p e r i o d
q u e s t i o n “ 0 ? q u a n c l U e s  o r  I t  may o n l y  b e  a " !  1 t t ? ” 8 6 ' 6 some  w a y ‘ , c
2.  How much o r  how
many o f  t h e s e  f o o d s  do
you  e a t  d u r i n g  y o u r  b i n g e ?
3.  Are t  hi
9 * t h a t  y o u  o f r  ° n an e a r i n g  b l n g « 7
4 /  What  s o r t s  t h o u g h t s  do  you  h a v e  whoyou  h a v e  when  you a r e  on a n  e a t i n g  b l n
J
5. How often do you have an eating binge?
6. How long does your eating binge last?
(1) More than 1 per day
(2) About l per day
(3) l per week
(4) i per month
(5) i every few months
(6) i per year
(7) Less often
(1) Less than 15 minutes
(2) Up to 30 minutes 
(3> Up to i hour
(4) Up to li hours
(5) Up to 2 hours
(6) Up to 2i hours
<7) Three or more hours
7. Do your blnpes ten.l to happen at a particular time of day?
8. Where do your eating binges tend to
<1> 6am to 10am
(2) 10am to 2pm
(3) 2pm to 5pm
(4) 5pm to 8pm
<5> 8pm to midnight
(6) Midnight to 6am
<7> At various times
take place?
<i) Your kitchen 
(2) Your lounge 
<3> Your bedroom 
(4) Anywhere inside your home 
in other people’s homes 
(6) in the open air 
<7) in restaurants 
<8) in various places
9. Do you tend to blnoe eat with other people?
< 1) A 1ways a 1 one
(2) Mostly alone
(3) Seldom alone 
<4> Never alone
10. Do you consider your blnoe eatlno to b< 
yes. in What way is it a problem? problem? Yes / No 
<l) Because of my weight
<2) Because it is unhealthy
3) Because it is expensive
<4> Because it is not normal
■1. Do you enjoy your eating binges? Yes / No
12. How much do 
compareison
You think that you worry 
to other people? about your eating binges In< 1 ) 
(2)
< 3 ) 
( 4 )
< 5  >
a Dit more than others 
About the same as othe 
A blt less than others 
A lot less than others
13. How much do you worry about your weight In comparrlson with others?
14. How much do you worry about how you look?
15. How much do you worry about sex?
< 1) A lot
(2) A bi t
(3) About
(4) A bi t
(5) A 1 ot
< 1) A lot
(2) A bit
(3) About
(4) A bit
(5) A lot
( 1) A lot
(2) A bit
(3) About
<4) A bit
(5) A lot
less than others
 more than others 
A  more than others
 less than others
16. How long have you been worried about your eating binges?
.years .months
4
5
6
7
8 
9
10 
11 
12
17. If vou are or were worried about your eatln0 binges. what sorts of 
things have you tried to do about It?
1. Nothing...........
2. Sought medical help ............................SS
■ ?ä?Üed “i ' V  frlend°roroup’of'friends:::......
: Taken d t e r a l d ° p m s rrles U U h  3 Parent °r W « " : :
. Taken up exercise or a sport!!!!!]!.................
. Taken laxatives to reduce weioht ..................
13. Other (please specify)
1 VOU haJ* "rled m °re than °ne method of c°Plrig with your binges which one did you try first?
w h !CÜ S?fmS t0 WOrk best for“ you? h ch' if anV. are you doing now?"
Yes / No
Yes / No
> Yes / No
Yes / No
Yes / no
Yes / No
Yes / No
Yes / No
Yes ! No
Yes / No
Yes / No
Yes / No
5ection c. Personal and sexual history,
JeseSr?hShas‘shownUtö‘ie relafe^to eat?81" °k questlons " » ‘=h Previouspersonal nature 1 would like ^  1 ° behavl°ur. As they are of an
anonym Ity oranted tc, all iubjects the conf1deh 1 1 a 11ty and
honestly and openly as possfb?» «„?! answer each question as
question number 6. Female respondants J'®spondants Please begin at«maie respondants please answer all questions.
At what age did you start menstruating? ___
2 - H*re"'you 7 ^
3. What type of
.years
.weeks » »/ No
sanitary protection do you normally u —  7
<l) Sanitary pads
(2) Tampons
(3) Both pads and tampons 
<4) other (specify)
©
4. Have you ever had an abortion? Yes / No
5' D?fV^ * take a contraceptlve P1U7 Yes / Not any more / Never 
"  VeS °r not any more- h°“ ‘“PP have you taken the pill?
6. How often do you have sexual Intercourse? <l> Several times a week 
<2) About once a week 
(3) Less than once a week 
<4) Not at all
?. HOW many sexual partners have you been with over the last three months?
8' An Wneve^ep?ease0t,JirhereaVe SeXUal interc0'urs*7 .years
9. Have you ever tried to commit suicide? Yes / N0
10 • Have you ever nont- ,ever wanted or received heir,0 helP for any of the followino?
<1) Alcohol problems Y / n 
<2 ) Gamblino problems Y / n
^3) Shoplifting Y / n
Sexual problems Y / n
'Action D. Related attitudes.
and decide to wha^extent y l 'u  a g t e t or S i s ^ r ^  a1Serles of statements take care to complete every question. lsa°ree w ‘th each one. Please
Z ia m s ls Consider the following statement
Tall people are happy.
^ tr0:01y ^  -  —  Circe as follows:
Strong 1y 
Agree S o m e w h a t  ' Somewhat ' m  ----- L— S— _ 'Aoree Disagree Dlsa° ^ e  S t r o ^ T T ’
Disagree
I f .  however, you disagree but nmr
. , Strongly you would circle thus:
Strong 1y 
Agree *°ree ^ s“”C"hat Somewiat ’ DlCbree ' ----Agree Disagree ulstf° r e * StronglyDlBaorti
I' VOU b“> 4: ,V ‘0m<!“hat «•».- circle llka .0!
St rorio l y 
Agree Sonewhat Agree Somewhat D 1sagree
------a--D 1sagree --- 0---- _lS t rong1y 
Dl»agree
©
i_think I aw a good per.snn
-------1_______ L... 2Strongly Agree
Agree
3 : 4
Somewhat Somewhat 
Agree Disagree
5
Disagree
6_____:
Strongly
Disagree
Fat_peopl e arp» yg|y
Strongly AgreeAgree Somewhat Agree SomewhatDisagree Disagree Strongly Disagree
i_.en toy e a t l n n ,
*-----1------; ?
Strongly AgraeAgree
_ 3
Somewhat
Agree
4
Somewhat
Disagree
5
Disagree 6____ ;Strongly 
Disagree
-Lfeel gm^grraff.spd-talkinn ahm,«- sex,
Strong 1y 
Agree Agree SomewhatAgree SomewhatDisagree Disagree
6_____ ;
Strongly
Disagree
A_____ :
Strong 1y 
Disagree
I think looi^g
-1 1______•_
Strong 1 y 
Agree
.are Important,
—  2 _i. ^
Agree Somewhat 
Agree
4
Somewha t 
Disagree
■5
Disagree 6_____ ;Strong 1y 
Disagree
a meaj  with f r |0nn,
J ' 2 • 3---- -^-----;_____4
Somewhat Somewhat 
Agree Disagree
Strongly
Agree Agree Strongly 
Disagree
1 like m v s p | f  
_L________ l  •
Agree D 1 sag reeStrongly Agree Somewha t Agree Somewha t D 1sagree Strong 1y D 1sagree
A c r e s  ~ a t AS t r o n g  1 y . 
D i s a g r e e
*°' -U.— U _ ü D ü 2 £ i a n t  to u . o p  , , , m
S t r o n g l y  I n m «   — r 2----- - : 4
A s r e e  S o m e w n a t  S o m e w h a t  ' D 7 T ? -------
A ° r a a  D i s a g r e e  ‘S a 0 r e e
-i______ £_______j
S t r o n g l y
D i s a g r e e
££JL-U - h^ L i ^ l - a j l d  n a t „ r o ,
s t r o n g l y  A g r e e  ‘""S— 2-------  ■
A g r e e  0 e e  ------- -
Aflrea D i s a g r e e  ‘S a ° r e e S t r o n g l y  
D i s a g r e e
1 2 ' I- X £ S l ^ £ ^ - a £ I £ L ^ a u n a  h , n o a  
A 0 ren e°ly
13. J a m  faf
-1-------1--------L  2________• ~
S t r o n g l y  
D i s a g r e e
A g r e e  s o m e w h a t  S o m e w h a t  D i s a g r e e
A g r e e  D i s a g r e e
1 A
S t r o n g l y
D i s a g r e e
-t— ^ i - a 9 9 < 3  W h e n  m y  stomarfr ^  p w p t y
S A g r e e ' y A = r a a _ ‘ S o o e w n a t  s ö m j w n a t  d i s a g r e e '
15 * £gQn<? 1 1 k e s  r ^ t  r ^ p l e
-1— — — 1------ J ? : ^
S t r o n g l y  
D i s a g r e e
A g r e e  “ “ f  D i s a g r e e  D ‘S a o r e e
16 * ^ ^ — t h i n k  a b o n ^  ,
1—   1--------L 2 : h .
J. 6
S t r o n g l y
D i s a g r e e
A g r e e  s o m e w h a t  S o m e w h a t  D i s a g r e e
A g r e e  D i s a g r e e
’ 6 
S t r o n g l y  
D i s a g r e e
*7 - E g g U n a - a n M o n n  i r a K e ^ e  w a n t  to „ rr
A g r e e  ^ r e ^  S o ^ e w n a t  D . a a g r e e
IS. 1 arq u n l v
i------ 5 :
S t r o n g l y  
D I a a g r t t
S t r o n g ,  y A g r e e  . . . . . . .  ^ n e t - F H ^ ^
©
----- 6_______!
s t r o n g l y  
D i s a g r « *
Thank you very much for volunteering to participate in this research. 
This questionnaire contains several sections, please answer every section. 
The questions cover biographical information, eating behaviour and per­
sonal issues which are related to eating habits.
All the information collected will be treated confidentially and it 
is very important to the accuracy of this research that you answer all the 
questions as honestly and completely as possible. Remember there are no 
right or wrong answers. You will not be identified by name and you will 
not be asked to participate further in any way.
I will be calling again in about a week to collect the questionnaire. 
If you wish to return it directly to me, you can do so by using the pre­
addressed internal mail envelope provided. Please place the name of 
your college or residency and your room number in the space provided 
otherwise you'll be visited again.
Internal mail can be posted in any department office.
V
I
Name of college or residence: ____________________________
Room number:
Fill in the above only if returning the questionnaire directly.
Section A. General background and weight history.
Office Use 
Only
1. Date of birth: _____ /____ /19_____
Age: _______ years _______months
2. Sex: M / F
3. Marital status: (1) Single (2) De facto (3) Married
(4) Divorced
4. Father's last occupation: (Please specify in two or more words):
5. How many children do you have? ____________
6. How tall are you in bare feet? ________ cm or _______ ft. _____  ins.
7. How much do you weigh? (without clothes) _____lbs or _____kg.
8. What is the highest weight you have been in the last two years?
(excluding pregnancy) ______ lbs or _________ kg.
9. What is the lowest weight you have been in the last two years?
(excluding illness) _______ lbs or _______kg.
10. What weight would you ideally like to be? _______  lbs or _______  kg.
11. Do you think you are: (1) overweight
(2) underweight
(3) normal weight
2 . Office Use 
Only
Section B. Description and details of the eating binge.
In this section I'd like you to consider an eating binge as any period 
of over-eating to a point where you feel uncomfortable in some way.
You may feel physically uncomfortable or wish you hadn't eaten anything, 
perhaps you've broken a diet, it may be huge quantities or it may only 
be a little. Answer the following questions in your own words. Feel 
free to continue on the back of this page if you do not have enough 
space.
1. What sorts of foods do you eat when you are on an eating binge?
2. How much or how many of these foods do you eat during your binge?
3. Are there any particular things that set you off on an eating binge?
4. What sorts of thoughts do you have when you are on an eating 
binge?
3 . Office Use 
Only
In each question please circle the most appropriate response number.
5.
6.
How often do you have an eating binge? (1) More than 1 per day
(2) About 1 per day
(3) 1 per week
(4) 1 per month
(5) 1 every few months
(6) 1 per year
(7) Less often
How long does your eating binge last? (1) Less than 13 minutes
(2) Up to 30 minutes
(3) Up to 1 hour
(4) Up to 1% hours
(5) Up to 2 hours
(6) Up to 2h hours
(7) Three or more hours
7. Do your binges tend to happen at a particular time of day?
(1) 6 am to 10 am
(2) 10 am to 2 pm
(3) 2 pm to 5 pm
(4) 5 pm to 8 pm
(5) 8 pm to midnight
(6) Midnight to 6 am
(7) at various times
8. Where do your eating binges tend to take place?
(1) Your kitchen
(2) Your lounge
(3) Your bedroom
(4) Anywhere inside your home
(5) In other people’s homes
(6) In the open air
(7) In restaurants
(8) In various places
4. Office Use 
Only
9. Do you tend to binge eat with other people?
(1) Always alone
(2) Mostly alone
(3) Seldom alone
(4) Never alone
10. Do you consider your binge eating to be a problem? Yes / No 
If yes, (a) In what ways is it a problem?
(1) Because of my weight
(2) Because it is unhealthy
(3) Because it is expensive
(4) Because it is not normal
(b) How long have you been worried about your eating 
binges?
years months
11. Do you enjoy your eating binges? Yes / No
12. How much do you think that you worry about your eating binges in 
comparison to other people?
(1) A lot more than others
(2) A bit more than others
(3) About the same as others
(4) A bit less than others
(5) A lot less than others
13. How much do you worry about your weight in comparison with others?
(1) A lot more than others
(2) A bit more than others
(3) About the same as others
(4) A bit less than others
(5) A lot less than others
14. How much do you worry about how you look?
(1) A lot more than others
(2) A bit more than others
(3) About the same as others
(4) A bit less than others
(5) A lot less than others
5 . Office Use Only
15. How much do you worry about sexuality (thoughts or experiences)?
(1) A lot more than others
(2) A bit more than others
(3) About the same as others
(4) A bit less than others
(5) A lot less than others
16. If you are or were worried about your eating binges, what sorts 
of things have you tried to do about it?
1. Nothing
2. Sought medical help
3. Sought psychiatric, psychological or counselling help
4. Joined a dieting group eg weight watchers
5. Dieted by yourself
6. Dieted with a friend or group of friends
7. Talked about your worries with a parent or friend
8. Taken diet aid pills
9. Taken up exercise or a sport
10. Taken laxatives to reduce weight
11. Made yourself sick after a binge to reduce weight
12. Fasted between binges to reduce their effect
13. Other (please specify)
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
Yes / No
If you have tried more than one method of coping with your 
binges
which one did you try first? ___________
which seems to work best for you? _________
which, if any, are you doing now? _________
Section C. Personal and sexual history
In this section you will be asked a number of questions which previous 
research has shown to be related to eating behaviour. As they are of a 
personal nature I would like to emphasise the confidentiality and 
anonymity granted to all subjects. Please answer each question as 
honestly and openly as possible. Male respondents please begin at 
question number 6. Female respondents please answer all questions.
1. At what age did you start menstruating? ________ years
2. How many weeks since your last period?
Are you menstruating regularly now? Yes / No
weeks
6 . Office Use 
Only
3. What type of sanitary protection do you normally use?
(1) Sanitary pads
(2) Tampons
(3) Both pads and tampons
(4) Other (specify)
Yes / No
(1) Yes
(2) Not any more
(3) Never
If yes or not any more, how long have you taken the pill?
_________  years
6. How often do you have sexual intercourse?
(1) Several times a week
(2) About once a week
(3) Less than once a week
(4) Not at all
7. How many sexual partners have you been with over the last three 
months?
8. At what age did you first have sexual intercourse?
___________  years
If never, please tick here ________
9. Have you ever seriously considered committing suicide?
Yes / No
10. Have you ever tried to commit suicide? Yes / No
4. Have you ever had an abortion?
5. Do you take a contraceptive pill?
11. Have you ever wanted help, or received help for any of the following?
(a) Alcohol problems
(b) Gambling problems
(c) Shoplifting
(d) Sexual problems
Yes / No 
Yes / no 
Yes / No 
Yes / No
Office Use 
Only
Section D. Related attitudes.
In this final section you will have to consider a series of statements 
and decide to what extent you agree or disagree with each one. Please 
take care to complete every question.
Example Consider the following statement
Tall people are happy
If you strongly agree with that statement you would circle as follows
( 1 ) 2 3 4 5 6
Sktxs*r£ly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
If, however, you disagree but not strongly you would circle thus:
1 2 3 4 ( 5 ] 6
Strongly Agree Somewhat Somewhat D^agr^e Strongly
Agree Agree Disagree Disagree
If you agree but only somewhat you
_  1__________ 1_______
should circle like so: 
4 5 6
Strongly Agree So'mewbjsr£ Somewhat Disagree Strongly
Agree Agree Disagree Disagree
1. I think I am a good person 
1 2  3 4 5 6
Strongly Agree Somewhat Somewhat Disagree Strongly
Agree Agree Disagree Disagree
2. Fat people are ugly 
1 2 3 4 5 6
Strongly Agree Somewhat Somewhat Disagree Strongly
Agree Agree Disagree Disagree
3. I enjoy eating
1 2 3 4 5 6
Strongly Agree Somewhat Somewhat Disagree Strongly
Agree Agree Disagree Disagree
8 . Office Use 
Only
4. I feel embarrassed talking about: sex
1 2 3 4 5 6
S trongly 
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
5. I feel out of control when I am on an eating binge
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
6. I think looks are important
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
7. I dislike having a meal with friends
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
8. I like myself
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
9. I do not like other people seeing me eating
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
10. It is important to keep slim
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
11. Sex is healthy and natural
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
Office Use 
Only
12. I feel depressed after an eating binge
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
13. I am fat
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
14. I feel good when my stomach is empty
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
15. No one likes fat people
1 ' 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
16. I don’t think about sex
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
17. Feeling anxious makes me want to eat
1 2 3 4 5 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
18. I am ugly
1 2 3 4 5 . 6
Strongly
Agree
Agree Somewhat
Agree
Somewhat
Disagree
Disagree Strongly
Disagree
Appendix E
Reliability analysis and scale development.
1. Scale 'Concern'
2. Scale 'Self Concept'
3. Scale 'Weiatt'
4. Scale 'Eatatt'
5. Scale 'Subex'
Analysis for this section was carried out using the 
reliability command on S.P.S.S. The summarised results 
include
1) item/— total correlation - which gives a correlation 
coefficient for each item with the scale as a 
whole. Ideally these coefficients should lie 
between .2 or .3 and up to .6 or .7. This 
indicates that the items are related but are not 
measuring exactly the same concept.
2) Percent response in one direction. This is a 
safety check for scale development which ensures 
that a range of responses were given. Where 
several items are greater than 80% in one 
direction, the scale is less sensitive to 
differences across subjects and therefore less 
reliable as a measurement.
3) Cronbach's alpha coefficient for reliability.
This figure gives an indication of the reliability 
of the scale as a whole. Ideally this coefficient 
should fall between .5 and .8. A coefficient 
lying between these values indicates that the 
scale gains meaning from each of the items and is 
therefore a valid composite measure.
Development of Composite Measures
A total of 6 composite scales were developed from 
22 of the variables in the questionnaire. These will be 
discussed in the order the first item appears in the 
questionnaire.
1) Scale - 1Concern'. This scale measures the amount 
subjects worry about eating binges, weight, looks and 
sexuality (questionnaire p4-5 nos 12-15). Subjects obtain 
a composite score for the four items ranging from 4, 
extreme worry, to 20, no worry.
The items were analysed for reliability on SPSS, 
Table A contains a summary of the corrected item total 
correlation, Cronbach's (alpha) and the - percentage of 
responses in one direction.
Table A Summary of data for scale 'Concern'
Variable Item total % response Scale
correlation in one Alpha 
direction
Worry about eating binges .6044 77
Worry about weight .6953 6 5
W o r r y about looks .5960 61 .7489
Worry about sexuality . 3068 81
2) Scale Self concept1. This scale measures the
subjects self concept (questionnaire pp7-9 nos 1, 8,18). 
Subjects obtained a composite score from the three items 
rangeing from 3-poor self concept to 18-good self concept.
The scale was subjected to a reliability analysis 
on S.P.S.S. Table B contains a summary of the item total 
correlation, percentage of responses in one direction and 
Cronbach's alpha for reliability of the scale as a whole.
An additional item (no.13) was found to relate 
more accurately to attitudes to eating and will therefore 
be shown as part of that scale.
Table B Summary of data for scale 'Self concept1
Variable t©m total % response in Cronbach's
_______________ correlation one direction Alpha_____
I am a good person .4550 95
I like myself .6367 90 .6951
I am ugly .4675 83
Although this scale is a reliable measure of self 
concept it does not discriminate well across the range of 
self concept since such a large percentage of respondents 
answered each question in one direction.
3) Scale Weiatt*. This scale contained four
attitudinal statements on a 6-point likert scale 
(questionnaire pp 7-9, nos 2, 6, 10, 15). Subjects 
obtained a composite score ranging from 4 - negative 
attitude to weight to 24 - positive attitude to weight.
A reliability analysis on S.P.S.S. is summarised 
in Table C. This summary shows the i t e m  t o t a l  correlation, 
percentage response in one direction and Cronback's alpha 
for the reliability of the scale as a whole.
Table C - Summary for data in scale - 'Weiatt1
Variable I t e m  totalcorrelation
% response in 
one direction
Cronbach's 
Alpha
Fat people are ugly . 6267 52
Looks are important .4862 78 .7116
It is important to 
keep slim .4769 82
No one likes fat people .4171 89
4) Scale Eatatt'. This scale contained five
attitudinal statements on a 6-point, likert scale 
(questionnaire op 7-9 nos 7,9,14). In addition, item 13 
from the self concept scale was included in the eating 
attitudes scale. Scores range from 4 - strong negative 
attitude towards eating to 24 - strong positive attitude 
towards eating.
Reliability analysis revealed that item 3 did not 
discriminate between subjects and was therefore removed. A 
further reliability analysis was carried out on the 
remaining four items and is summarised on Table D. The 
summary table contains i t em  t o t a l  c o r r e l a t i o n ,  percent of
response in one direction and Cronbach's alpha to
demonstrate reliability of the scale as a whole.
Table D - Summary of reliability analysis for scale
'Eatatt'
Variable I t e m  t o t a l
correlation
% response in Cronbach's 
one direction Alpha
I dislike having a 
meal with friends . 3533 96
I don't like other 
people seeing me eat .4160 84 .5882
I am fat . 3845 53
I feel good when my 
stomach is empty . 3627 59
5) Scale Sexatt*. This scale contained three
attitudinal statements in a 6-point likert format 
(questionnaire pp 8-9, nos 4, 11, 16). Subjects obtained a 
composite score ranging from 3-negative attitude towards 
sexuality to 18-positive attitude towards sexuality.
The scale was analysed for reliability on S.P.S.S. 
A summary of the reliability analysis is shown on Table E. 
The summary contains the i t e m  t ot al  correlation, percent 
response in one direction and Cronbach's alpha to 
demonstrate the reliability of the scale as a whole.
Table E Reliability analysis summary f o r scale - 'Sexatt'
Variable I t e m t o t a l  % response in Cronbach's
_____________________correlation one direction____ Alpha
I feel embarrassed
talking about sex .4014 68
Sex is healthy and 
natural .4663 99 .5911
I don't think about sex .4041 92
This scale is undermined by its lack of 
discrimination across subjects as can be seen from the 
percentage of responses in one direction. The second and 
third item contain an over whelmingly positive response.
6) Scale Subex'. This scale contained 3 statements
concerning the subjective experience of an eating binge. 
Subjects could score between 3 - strong negative experience 
of an eating binge to 18 positive experience of an eating 
binge.
The scale was analysed for reliability on S.P.S.S. 
A summary of the reliability analysis showing item total 
correlations, percent of response in one direction and 
Cronbach's alpha coefficient to demonstrate the reliability 
of the scale as a whole is given in Table F.
Table F Reliability analysis summary for scale 'Subex1
Variable I tern t o t a l  % response in Cronbach's
_____________________correlation one direction____ Alpha____
Loss of control during
eating binge .5693 50
Depression following
eating binge .6039 59 .6930
Anxiety before eating
binge .3677 59
Appendix F
Full results for questions summarised for clarity
in Chapter 3.
Question Total MaleResponse Female
Pg: 
3 : 5
no.
How often do you 
have an eating 
binge?
More 1 per day 
1 per day 
1 per week 
1 per month 
1 few months 
1 per year 
Less often
1.0 
6.6 
37.6 
27.5 
20.9 
1.4 
5.0
1.2
5.3
34.6
24.7 
25.5
1.2
7.4
0.8
7.8
40.4 
30.2
16.5 
1.6 
2.7
3:6 How long does your Less than 15 mins 18.9 18.9 18.9
eating binge last? Up to 30 mins 34.1 31.1 37.0
Up to 1 hour 17.5 18.5 16.5
Up to 1.5 hours 6.5 6.7 6.3
Up to 2 hours 7.9 8.4 7.5
Up to 2.5 hours 3.9 3.8 3.9
3 or more hours 11.2 12.6 9.8
3:7 Do your binges 6am to 10am 0.8 1.7 0.0
tend to happen at 10am to 2pm 4.0 2.9 5.1
a particular time 2pm to 5pm 9.5 3.8 14.8
of day? 5pm to 8pm 13.6 13.1 9.4
8pm to 12 23.5 26.9 20.3
12 to 6am 2.6 4.6 0.8
Various times 46.0 42.0 49.6
3:8 Where do your 
eating binges tend 
to take place?
Your kitchen 
Your lounge 
Your bedroom 
Anywhere in home 
Other homes 
Open air 
Restaurants 
Various places
13.2
3.6 
15.8
8.9
1.6 
1.8 
5. 1
50.0
16.0
4.6
10.5
5.9 
2.5 
1.3
5.9 
53.4
10.5
2.7
20.7
11.7 
0.8
2.3
4.3 
46.9
4:12 How much do you Lot more 6.3 2.5 9.8
worry about your Bit more 10.1 7. 1 12.9eating binges in The same 28.4 17.9 38.3
comparison to Bit less 19.2 24.6 14.1others? Lot less 36.1 47.9 25.0
4:13 How much do you Lot more 9.4 5.2 13.6
worry about your Bit more 17.1 12.8 21.3
weight in The same 29.3 23 . 2 35.3
comparison with Bit less 17.5 19.2 15.9others? Lot less 26.6 39.6 14.0
Question Response Total Male Female
Pg: noi 9
4 : 14 How much do you Lot more 10.2 7.1 13.2
worry about how Bit more 23.3 21.0 25.6
look ? The same 47.1 50.8 43.4
Bit less 13.5 15.1 12.0
Lot less 5.9 6.0 5.8
5:15 How much do you Lot more 5.0 7.2 2.7
worry about your Bit more 19.2 22.5 16.0
sexuality The same 50.1 48.2 52.0
(thoughts or Bit less 14.7 12.4 16.8
experience)? Lot less 11.1 9.6 12.5
7: 1 I think I am a Strongly agree 17.1 16.0 18.1
good person Agree 53 . 4 54. 1 52.8
Somewhat agree 23.9 23.0 24.8
Somewhat disagree 3.0 3.7 2.4
Disagree 2.2 2.5 2.0
Strongly disagree 0.4 0.8 0.0
7: 2 Fat people are Strongly agree 5 .3 6.8 3.9
ugly Agree 14.0 16.0 12.1
Somewhat agree 35.1 38.0 32.3
Somewhat disagree 14.2 14.8 13.6
Disagree 21.3 17.2 25.3
Strongly disagree 10.1 7.2 12.8
7: 3 I enjoy eating Strongly agree 39.8 37.2 42.2
Agree 47.2 48.0 46.5
Somewhat agree 11.8 13.6 10.1
Somewhat disagree 0.6 0.8 0.4
Disagree 0.6 0.4 0.8
Strongly disagree 0.0 0.0 0.0
8:4 I feel embarrassed Strongly agree 1.8 2.0 1.6
talking about sex Agree 6.9 7.9 5.8
Somewhat agree 24.5 24.6 24.4
Somewhat disagree 14.9 16.3 13.6
Disagree 36.1 36.1 36.0
Strongly disagree 15.9 13.1 18.6
8: 5 I feel out of Strongly agree 4.2 2.5 5.9
control when I am Agree 15.2 10.5 19.5
on an eating binge Somewhat agree 21.4 18.4 24.2
Somewhat disagree 12.7 10.0 15.2
Disagree 26.7 32.6 21.1
Strongly disagree 19.8 25.9 14.1
Question Response Total Male Female
P g : no •
8: 6 I think looks are Strongly agree 10.2 10.7 9.7
important Agree 33.9 32.8 35.0
Somewhat agree 36.9 39.9 33.9
Somewhat disagree 9.6 9.1 10.1
Disagree 6.1 5.1 7.0
Strongly disagree 3.3 2.4 4.3
8:7 I dislike having a Strongly agree 0.6 0.4 0.8
meal with friends Agree 1.2 1.6 0.8
Somewhat agree 2.3 2.0 2.7
Somewhat disagree 5.9 6.7 5.0
Disagree 27.6 29.6 25.6
Strongly disagree 62.4 59.7 65.1
8: 8 I like myself Strongly agree 16.2 17.5 14.8
Agree 50.1 45.8 54.3
Somewhat agree 25.0 28.7 21.5
Somewhat disagree 6.1 5.2 7.0
Disagree 2.2 2.0 2.3
Strongly disagree 0.4 0.8 0.0
8:9 I do not like Strongly agree 2 . 2 0.8 3.5
other people Agree 2.0 1.6 2.3
seeing me eat Somewhat agree 8.4 7.1 9.7
Somewhat disagree 10.8 10.3 11.2
Disagree 40.8 43.7 38.0
Strongly disagree 35.9 36.5 35.3
8: 10 It is important Strongly agree 12.7 11.1 14.4
to keep slim Agree 34.5 29.6 39.3
Somewhat agree 34.3 39.5 29.2
Somewhat disagree 9.8 8.7 10.9
Disagree 5.3 7.1 3.5
Strongly disagree 3.3 4.0 2.7
8:11 Sex is healthy Strongly agree 49.0 50.8 47.3
and natural Agree 37.7 36.4 39.1
Somewhat agree 11.7 10.4 12.9
Somewhat disagree 1.2 1.6 0.8
Disagree 0.2 0.4 0.0
Strongly disagree 0.2 0.4 0.0
Q u e s t i o n R e s p o n s e T o t a l M a l e F e m a l e
P g : nci.
9: 12 I f e e l  d e p r e s s e d S t r o n g l y a g r e e 7 . 7 2. 1 1 2 . 9
a f t e r  a n  e a t i n g A g r e e 1 3 . 0 8 . 0 1 7 . 6
b i n g e S o m e w h a t a g r e e 2 3 . 6 1 8 . 6 2 8 . 2
S o m e w h a t d i s a g r e e 1 0 . 2 1 1 . 0 9 . 4
D i s a g r e e 2 7 . 8 3 6 . 3 2 0 . 0
S t r o n g l y d i s a g r e e 1 7 . 7 2 4 . 1 1 1 . 8
9: 13 I a m  f a t S t r o n g l y a g r e e 4 . 1 0 . 8 7 . 4
A g r e e 1 0 . 4 4 . 8 1 5 . 9
S o m e w h a t a g r e e 2 1 . 6 1 3 . 1 2 9 . 8
S o m e w h a t d i s a g r e e 1 1 . 0 1 1 . 5 1 0 . 5
D i s a g r e e 2 5 . 5 2 7 . 4 2 3 . 6
S t r o n g l y d i s a g r e e 2 7 . 5 4 2 . 5 1 2 . 8
9: 14 I f e e l  g o o d  w h e n S t r o n g l y a g r e e 3 . 3 2 . 0 4 . 7
m y  s t o m a c h  i s A g r e e 9 . 8 6 . 3 1 3 . 3
e m p t y S o m e w h a t a g r e e 1 7 . 7 1 1 . 9 2 3 . 4
S o m e w h a t d i s a g r e e 2 2 . 0 2 0 . 9 2 3 . 0
D i s a g r e e 2 6 . 9 3 3 . 2 2 0 . 7
S t r o n g l y d i s a g r e e 20 . 2 2 5 . 7 1 4 . 8
9 : 1 5 N o  o n e  l i k e s  f a t S t r o n g l y a g r e e 1 . 6 0 . 8 2 . 3
p e o p l e A g r e e 2 . 3 2 . 4 2 . 3
S o m e w h a t a g r e e 8 . 0 9 . 5 6 . 6
S o m e w h a t d i s a g r e e 1 1 . 5 1 2 . 3 1 0 . 9
D i s a g r e e 3 7 . 2 39. 1 3 5 . 3
S t r o n g l y d i s a g r e e 3 9 . 3 3 6 . 0 4 2 . 6
9: 16 I d o n ' t  t h i n k S t r o n g l y a g r e e 0 . 2 0 . 4 0 . 0
a b o u t  s e x A g r e e 1 . 8 0 . 4 3 . 1
S o m e w h a t a g r e e 3 . 5 2 . 4 4 . 7
S o m e w h a t d i s a g r e e 1 1 . 5 5 . 9 1 7 . 1
D i s a g r e e 4 3 . 8 4 2 . 3 4 5 . 3
S t r o n g l y d i s a g r e e 3 9 . 1 4 8 . 6 2 9 . 8
9 : 1 7 F e e l i n g  a n x i o u s S t r o n g l y a g r e e 7 . 2 6 . 3 8 . 1
m a k e s  m e  w a n t  to A g r e e 1 7 . 8 1 3 . 0 2 2 . 5
e a t S o m e w h a t a g r e e 2 7 . 0 2 5 . 7 2 8 . 3
S o m e w h a t d i s a g r e e 1 4 . 5 1 5 . 8 1 3 . 2
D i s a g r e e 2 2 . 5 2 7 . 3 1 7 . 8
S t r o n g l y a g r e e 1 1 . 0 1 1 . 9 1 0 . 1
9: 18 I a m  u g l y S t r o n g l y a g r e e 1 . 2 1 . 2 1 . 2
A g r e e 1 . 8 1 . 6 1 . 9
S o m e w h a t a g r e e 1 2 . 0 9 . 9 1 4 . 0
S o m e w h a t d i s a g r e e 2 5 . 1 2 2 . 2 2 8 . 0
D i s a g r e e 4 3 . 4 4 8 . 4 3 8 . 5
S t r o n g l y a g r e e 1 6 . 5 1 6 . 7 1 6 . 3
Appendix G.
Fall crosstabulations of menstrual protection 
and sexual history by 'action taken'.
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T a b l e  l z
b e x b y w o r r y a b o u t b i n g e s  : Ch l 2 = 5 8 . 6 w i t h  2 d e g r e e s
o f f  r e e d o m , p = 0 . 0 0 0 0
b e X b y wo r  r  y a b o u t we l g h  t : Ch i 2 = 4 3 . 9 7 w i t h 2 d e g r e e s
o f f r e e d o m , p = 0 . 0 0 0 0
b e X b y wo r  r  y a b o u t l o o k s : Ch l 2 = 6 . 5 6 w i t h  2 d e g r e e s
o f f r e e d o m , p = 0 . 0 3 7 6
b e X b y w o r  r  y a b o u t s e x u a  1 l t  y : Ch l 2 = 9 . 4 7 w i t h  2 d e g r e e s
o f f r e e d o m , p = 0 . 0 0 8 3
T a b l e  13
b e x  b y  a c t i o n  t a k e n L h l ^  = 9 4 . 2 3  w i t h  3 d e g r e e s  
o f  f r e e d o m ,  p = 0 . 0 0 0 0
T a b l e  16
9b e x  b y  f r e q u e n c y  o f  s e x :  U h i  = 1 2 . 5 1  w i t h  2 d e g r e e s
o f  f r e e d o m ,  p = 0 . 0 0 1 9
_ <2
S e x  b y  n u m b e r  o f  s e x  p a r t n e r s : Ch i = 1 9 . 7 5  w i t h  3 d e g r e e s
o f  f r e e d o m ,  p = 0 . 0 0 0 2
T a b l e  17
S e x  b y  s u i c i d a l  t h o u g h t s  
S e x  b y  s u i c i d e  a t t e m p t :  
S e x  b y  a l c o h o l  h e l p :
S e x  b y  g a m b l i n g  h e l p :
S e x  b y  s h o p l i f t i n g  h e l p :  
S e x  b y  s e x u a l  h e l p :
C h i 2 = 0 . 0 0 w i t h  1 d e g r e e
o f  f r e e d o m , P = 0 . 9 9 9 9
C h i 2 = 3 . 0 2 W  1 t h  1 d e g r e e
o f  f r e e d o m , P = 0 . 0 8 2 4
C h i 2 = 0 . 0 9 W  1 t h  1 d e q r e e
o f  f r e e d o m , p = 0 . 7 5 8 0
C h i 2 = 0 . 2 7 W  1 t h  1 d e q r e e
o f  f r e e d o m , p = 0 . 6 0 1 9
C h l 2 = 0 . 6 4 W  1 t h  1 d e q r e e
o f  f r e e d o m , p = 0 . 4 2 2 7
C h i 2 = 2 . 4 0 W  1 t h  1 d e g r e e
o f  f r e e d o m , p = 0 . 1 2 1 2
Table 13
Se x by " I am a good person" : C h i 2 * 1.05
of freedom,
with 1 degree 
p = 0.3053
Se x by " I like myse If": Ch l = 0.16 
of freedom,
with 1 degree 
p = 0.6853
Se x by " I am fat": C h i 2 = 64.58 
of freedom,
with 1 degree
p = 0.0000
Se x by " I am ugly": C h i 2 = 1.63 
of f r e e d o m ,
with 1 degree
p = 0.2022
Table 19
Se x by "Fat people are ugly ": C h i 2 = 7.46 
of freedom,
with 1 degree 
p = 0.0063
Sex by "Looks are lmpo rtant ": C h i 2 = 1.55 
of freedom,
with 1 degree 
p = 0.2125
Se x by "It ls lmpo rtant to keep slim":
Ch l 2 = 0.46 
of f r e e d o m ,
with 1 degree 
p = 0.4991
Sex by "No one like fat people":
C h i 2 = 0.13 
of freedom,
with 1 degree 
p = 0.7231
Table 20
Sex by " I enjoy eat ing" : C h i 2 = 0.15 
of f r e e d o m ,
with 1 deqree 
p = 0.6991
Sex by " I dislike having a meal w^th friends":
C h i 2 = 0.00 with 1 degree 
of freedom, p = 0.9999
Se x by " I don't like other people seeing me eat":
C h i 2 = 4.29 with 1 degree 
of freedom, p = 0.0384
Se x by " I feel good when my' stomach is empty":
C h i 2 = 26.18 with 1 degree 
of freedom, p = 0.0000
Table 21
Sex by "I feel e mbarrassed talking about sex":
Chi * = 0.28 with 1 degree 
of freedom, p = 0.5950
Sex by "Sex is he a l t h y  and natural":
C h i 2 = 1.20 
of freedom,
with 1 degree 
p = 0.2726
Sex by "I don ' t think about sex " : 
Ch l 
o f
z = 4.35 
freedom,
with 1 degree 
p = 0.0371
Table 22
Sex by "I feel out of control on an eating binge":
Ch l ^  = 17.17 with 1 degree 
of freedom, p = 0.0000
Sex by "I feel depr essed after a n _eating binge":
Chl^ = 46.90 with 1 degree 
of freedom, p = 0.0000
Sex by "Feeling anxious makes me want to eat":
Chi'2 = 9.28 with 1 degree 
of freedom, p = 0.0023
